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Small Hospitals’ Clinic 


Reducing Patients’ Costs 


by Leigh J. Crozier, M.D., and Robert P. Gordon 


™ HOSPITAL cOosTs to patients are 
increasing each year. At Hermann 
Hospital the over-all per diem cost 
for inpatient care for the year 1956 
was $22.20 in 1951 the cost was 
$18.87. In many ways the medical 
staff can assist in making the hos- 
pital dollar do more. Granted that 
each hospital has set up a good ac- 
counting system similar to that 
recommended by the American 
Hospital Association it follows that 
there should be regular depart- 
mental cost analysis prepared pe- 
riodically. At Hermann Hospital 
this detailed report is prepared 
each month and the administration 
together with trustees study these 
monthly reports as part of the 
agenda. 


1) If some departments show re- 
peated monthly deficits such as 
operating rooms, delivery rooms, 
nurseries, or other services special 
medical committees should be set 
up to work with the administration 
on the problem. It is always well 
to include the department head and 
the business manager. A committee 
such as the Operating Room and 
Delivery Room Committee can 
bring into focus defects which are 
causing a recurring deficit. Com- 
mittee on Standards, likewise may 
be of great help in handling special 
requests for expensive equipment 
and supplies. On this committee 
should be the supervisor of central 
service and the purchasing agent. 
By adding the pharmacist this same 
committee could also include the 
functions and objectives of the 
Pharmacy Committee. 


2) It is often noted in teaching 
hospitals that too many x-rays, 


This topic was a panel discussion pre- 
sented at the meeting of the Houston Area 
Hospital Council on January II, 1957. 

Panel Moderator — Leigh J. Crozier, 
M.D., Director of Hermann Hospital, Hous- 
ton, Texas. 

Program Chairman — Robert P. Gordon, 
Associate Director and Business Manager of 
the same hospital. 

Panel Members — Hugh H. Hanson, 
M.D., Edward T. Smith, M.D., Ray Morgan, 
M.D. 


laboratory and other diagnostic pro- 
cedures are ordered on the teach- 
ing patient in comparison to the 
full pay patient. As a physician gets 
more experience with his own pri- 
vate patients he is less likely to or- 
der as many diagnostic procedures 
as he formerly did as a member of 
the resident staff. 


3) A doctor should be familiar 
with the price of accommodations 
he requests for his patients. Pa- 
tients themselves may demand 
higher priced accommodations when 
a room at a lower rate would be 
more appropriate. This is particu- 
larly true in accident cases or with 
the onset of a serious illness. We are 
familiar with the statement coming 
from a distressed mother or futher 
“Give him the best you have”. 
Again, patients read articles in non- 
medical journals telling about this 
procedure or that illness and de- 
mand from their physician many 
unnecessary diagnostic tests. 


4) Often, the pharmacy items on 
the patient’s ledger card account for 
a large part of the hospital bill. The 
Joint Commission on Hospital Ac- 
creditation recommends stop orders 
on all dangerous drugs, but what is 
a dangerous drug? Penicillin ac- 
counts for deaths in the United 
States each year. Our medical staff 
does not favor stop orders. Physi- 
cians, though, should be familiar 
with the cost of medications or- 
dered. Further, it is often cheaper 
in the long run to have many of 
the ordinary drugs and medications 
on the nursing stations and at no 
cost to the patients. The keeping 
of cost records often involving three 
departments may be more costly 
than the free issue of some medica- 
tions. 


5) The question of stat orders 
should be studied by the medical 
staff. A staff to do stat orders should 
be available but the doctors should 
exercise judgment in _ ordering 
them. Stat order reports should get 
back to the attending physician as 
promptly as possible. No extra 
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charge should be made to patients 
for stat orders. 

6) Ask the doctors on your staff 
to list any defects in the hospital 
organization they may see. Are hos- 
pital employees being used efficient- 
ly? Are there sufficient amounts of 
the proper equipment which would 
reduce manpower requirements? It 
is assured they will say there are 
too many nurses on the day shift 
and not enough available on the 
other shifts and on week-ends. 

7) The administration can do a 
great deal to interest doctors in hos- 
pital statistics such as the in-patient 


daily costs for a month or year; the 
average length of stay; percentage 
of bad debt loss; percentage of oc- 
cupancy. Here the doctors can do 
much as emply beds are frequently 
the cause of hospital deficits. 

8) There are many problems re- 
lated to hospitalization insurance. 
Some patients get unnecessary hos- 
pitalization for a diagnostic workup 
during their hospital stay. Insur- 
ance contracts helping to pay for 
out-patient diagnostic work in the 
doctor’s office would reduce the 
necessity for hospital admission. 
Further, a hospitalization insurance 
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contract that had a provision of g 
certain amount as deductible to he 
paid by the patient might assist jn 
minimizing abuses of hospital zation, 
9) Have doctors in practice and 
using your hospital appecr on 
panels at local, state, and n:itional 
meetings to discuss hospita! costs. 
In conclusion bring the pb:/sician 
into the hospital cost cicture 
through staff organization and the 
many committees of the sta:*. Off- 
hand do not raise rates if you are 
showing deficits. First of a! with 
the medical staff study the deficit 
bearing areas. Prepare spe: ial f- 
nancial reports of the services to be 
studied and let the doctors con- 
cerned see them. A new service or 
new facility such as a radio‘sotope 
laboratory is added to keep your 
hospital abreast of the develo;ments 
of modern medicine. A deficit may 
occur in any new established sery- 
ice, but this same deficit making 
service may be a big factor in giving 
your hospital a high percentage of 
bed occupancy and resulting in an 
over all break-even operation. 
Benjamin Franklin once said “No 
revenue is sufficient without econ- 
omy”, and this excellent statement 
can always be applied to the oper- 
ation of today’s hospital. The Medi- 
cal Staff can be a big factor in help- 
ing the hospital maintain a reason- 
able, sound financial record. 8 





What is a Hospital? 


= A hospital is one thing for the 
patient, another for the friend or 
relative visiting him. 

A hospital is things you remem- 
ber—the odor of the antiseptic, the 
spotless corridors, the silence, long 
lines of white beds, gleaming in- 
struments, a thermometer, pills tak- 
en every three hours, fresh flowers 
and fruit baskets. 

But before a hospital is all o» any 
of these things, a hospital is people. 

It’s a nurse feeling your pu'se, a 
doctor making his daily roun:s 

It’s an obstetrician slappin® 
infant into newborn life, a surg 
quietly probing for a swolle: 
pendix while interns watch hi: 
and skillful hands. 

A hospital is a lot of people \ 
ing together to save lives, to : 
sick people well and keep he 
people healthy. A hospital is a 
in a game where no one sits 0: 
bench and everyone—doctor, n 
director, dietitian, cook, receptic 
elevator operator—has a job to ‘ 

From the annual report of N\. 
ark Beth Israel Hospital, New 
N.J. 
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Hospital Quiet-Zone 


When quiet prevails in a hospital, everyone benefits. In many of 
the country’s hospitals, such as the Indianapolis Community 
Hospital, sound-absorbing ceilings of Acousti-Celotex Tile bring 
quiet comfort to all areas . . . speeding patient convalescence, raising 
personnel efficiency and morale. Acousti-Celotex Sound Condition- 
ing checks noise effectively in corridors, lobbies, kitchens, utility 
rooms, wards, nurseries, operating and delivery rooms. Mail 
Coupon Today for a free analysis of the noise problem in your 
hospital, plus free booklet. 


.t Every Sound Conditioning Problem . . . Every Building Code—The Celotex Corporation, 


. . 
Chics Illinois * Dominion Sound Equipments, Ltd OF ol, Gueber 


Delivery room of the Indianapolis Community Hospital, 
Indianapolis, Indiana, showing ceiling of Acousti- 
Celotex Random* Pattern Perforated Mineral Fiber 
Sound Conditioning Tile. Architect: Daggett, Naegele & 
Daggett. Acousti-Celotex Contractor: Hugh J. Baker & Co. 


* 
PAT. NO. 0-168,763 


MAIL NOW! 


The Celotex Corporation, Dept. N-28 
120 South La Salle Street, Chicago 3, Illinois 


Without cost or obligation, please send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and your book- 
let, ‘The Quiet Hospital.” 
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™ BILLING PRACTICES IN HOSPITALS seem to be 
oe ee fairly consistent. Last month’s survey showed 
> gacticweggeme that 98 percent of the hospitals bill patients at 
PCEC (PER REN) | regular intervals. Most of these (96 percent) aiso 
ae 1 reported that regular billing includes amounts 
iia edi eae es from prior billing. 
ceace! oe REE The interval for billing, however, is less con- 
sistent; 25 percent of our sample reported billing 
at the end of the month. The remaining 75 percent 
adhere to the practice of cycle billing — 
spreads the billing over the month. 
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septic Chain... NOW 


admittedly difficult—but nonetheless nec- 
ery—to attack the new cross-infection prob- 
A return to an “old-fashioned” preventative 
‘ram, assisted by modern sanitation prod- 
, is a proven solution to this problem. These 
tic procedures should include the entire 
< jital as well as surgical suites, nurseries and 


iso'2tion areas. 


lvespite the efficiency of good air-condition- 
ing equipment, a high percentage of pathogens, 
inc uding drug-resistant staphylococcus, remain 
air-suspended in surgery and throughout other 
hospital areas. A majority of these pathogens 
setiie on various surfaces—principally the floor. 
Uniess destroyed, air movements redisperse 
them into the air. 


Regular use of the clinically proven disin- 
fectant, STAPHENE®, or disinfectant-deter- 
gent VESPHENE®, on floors and other exposed 
surfaces destroy these bacteria . . . greatly 
reduce cross-infection hazards. 


STAPHENE® and VESPHENE® are all- 
purpose, non-selective phenolic disinfectants. 
They kill staphylococcus, enteric and respira- 
tory pathogens and fungi even in the presence 
of organic matter . . . they destroy tubercle 
bacilli even in the presence of large masses of 
sputa. 


The difference between STAPHENE® and 
VESPHENE® is in detergency. VESPHENE® 
is capable of heavy soil removal as it disinfects. 
STAPHENE?® is a high concentrate disinfectant 
for use where. light soil removal is required. A 
%% dilution of STAPHENE® (1:200) is suffi- 
cient for general disinfection. Both STA- 
PI{ENE® and VESPHENE® are practically 
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odorless. They are tailored to fit into any 
hospital sanitation program...and with no more 
effort than normally employed for cleaning. 


The surgical wash is a vital link in the aseptic 
chain. The transmission of pathogens by the 
hands is too easily accomplished unless bac- 
terial skin count is kept at a minimal level. 
SEPTISOL®, the leading hexachlorophene sur- 
gical soap, does this. The simplified SEPTI- 
SOL® brushless scrub is a proven technique 
that gives optimum protection. 


The incision area is another potential source 
of infection. Prepping the patient’s skin with 
SEPTISOL® is a clinically proven procedure. 


A surgical soap of choice should have the 
capacity to free itself of bacterial contamination, 
if exposed. SEPTISOL® has proven self-steriliz- 
ing power. 


SEPTISOL®, STAPHENE®, and VES- 
PHENE® are concentrates, making them eco- 
nomical in use dilutions. Each one is formulated 
to perform a specific task. They are products 
that will STRENGTHEN YOUR ASEPTIC 
CHAIN. 


For additional information on how STA- 
PHENE®, SEPTISOL® and VESPHENE® can 
provide effective environmental sanitation for 
your hospital, consult your local Vestal repre- 
sentative or write to us on your letterhead. 
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For smooth, peaceful induction 


INETHENE. 


(VINYL ETHER FOR ANESTHESIA, U.S. P.) 


Rapid, peaceful induction has been achieved with 
VINETHENE for almost a quarter of a century. 
VINETHENE is ideal for short operative proce- 
dures, since it quickly effects analgesia, produces 
good muscular relaxation, and rarely causes ex- 
citement or nausea. May be administered via 
open, semi-closed or closed methods. 

Supplied: in 10-cc., 25-cc., 50-cc. and 75-cc. bottles, each with adjustable plastic dropper cap. 
Color Film for Professional Use—A 16 mm. motion picture film in color, entitled “Anesthesia with 
Vinethene in Short Operative Procedures,” is available for viewings. Arrangements can be made by 
writing to Merck Sharp & Dohme, Philadelphia 1, Pa. 


VINETHENE IS A TRADEMARK OF MERCK & CO., INC. 


“Qo 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. PHILADELPHIA. PA. 


FEBRUARY, 1958 For more information, use postcard on page 145 





Books 


The Merck Manual of Diagnosis 
and Therapy 


Ninth edition, 1870 pages. Published by 
Merck & Company, Rahway, N.J. Cost 
$6.75. Edited by Charles E. Lyght, M.D. 
and others. 


® THE NINTH EDITION OF THE MERCK 
MANUAL, first published in 1899, is 
designed to provide a compact 
source of information for current 
thinking in medical diagnosis, care 


and treatment. This year some illus- 
trations have been added which are 
most helpful, if only to refresh the 
memory of the busy doctor about 
anatomy and physiology. 

There are many physicians who 
use this book as a bible and refer 
to this handy, pocket-sized guide 
in doubtful cases. 


The amount of material that has 
been packed into this small book 
without losing the essentials is an 
amazing editorial achievement. 
There are three parts to this book; 
the first is a description of diseases 
and major symptoms, the second is 
devoted mainly to care and therapy 





United Hospitals Appeal 


more effective capital fund-raising for 
aS few as two hospitals to ten or more 


Everyone likes the idea of ONE fund-raising campaign 
for a group of hospitals in a community. 

It eliminates the public’s reluctance to support a suc- 
cession of individual appeals. It enlarges the area of poten- 
tial financial support and results in better hospital facilities 
for the entire community. 

United Hospital Appeal, as carried out under the experi- 


while the third is a very complete 
index. This is a handy reference 
book for interns, nurses, pharracists 
and professional and technica’ peo- 
ple who work in the hospita 
Copies of the Merck Janual 
should be available at nurse: sta- 
tions in various parts of the hos- 
pital for ready reference. 
CU.Ls 


Freezing Preservation of Foods 


By Donald K. Tressler, Ph.D. and “lifford 
F. Evers, B. S., M. S. Avi Publishing Co, 
Price $18.00. 1240 pp. Foreign $19 0. 


™ THIS BOOK IS MAINLY desigy ed for 
the freezing and food prese: vation 
industry which is becoming more 
important to the hospital ficid all 
the time. The fact that new meth- 
ods of food preparation are coming 
into effect would make all hospitals 
conscious of the need to understand 
how food is now processed. 

The book is in two parts; volume 
1 contains material on freezing of 
fruits and vegetables, freeze drying, 
distribution of frozen foods and 
plant sanitation. There are 282 il- 
lustrations and the book contains a 
great deal of technical detail. 

Particularly helpful to the dieti- 
tian or food service manager and to 
the administrator for general con- 
sumption. . 


Practice of Medicine 


By Jonathan Campbell Meakins, M.D. Pub- 
lished by the C. V. Mosby Company, St. 
Louis, sixth edition, 1916 pages. Priced at 
$16.00. 


® THE LATEST EDITION OF THIS, the 
bible of the medical profession is 
bigger and better than ever. It has 
been completely reviewed and 
brought up to date and contains 
358 more pages of text material 
than the fifth edition. Unlike so 
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enced counseling of American City Bureau, is a thorough 
service. It includes basic planning and coordination to 
establish goals . . . organization of volunteers . . . super- 
vision of clerical work . . . direction of publicity ... 
accounting and distribution of funds. 

A dignified, persuasive united appeal can be the ideal 
solution to the growth problems of your hospital and 
others in the community. Please write for full information, 
it will be well worth your while. 


erican City Bureau 


many other books in this field it 
has been realized that the author 
cannot be an expert on ever: thing 
and so he appears as editor with 
24 associate editors, each of vhom 
is an authority on the late: de- 
velopments in his own par’ cular 
specialty. This book is usei il to 
every man who practices me ‘icine 
and while it is not feasible or a 
doctor to put every medica text 
book that comes on the mar !<t on 
his book shelf, every hospita’ does 
have a responsibility to its m~dical 
staff to provide a compreh« ‘sive 
assortment of medical text ~ooks 
and no medical library shou’: be 
complete without this, the test 
edition of Meakins. Highly vec- 
ommended for the medical lit vary. 

ORO Le 


(ESTABLISHED 1913) 


Prudential Plaza, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, New York 








CHARTER MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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THE STRONGER THE TUFT LINE... 


For every hospital job 


Best for service trucks, 
Bassick “H99" casters 
swivel easily, roll 
smoothly. 


... THE LONGER THE LIFETIME 
ANCHOR eee ee on 


At bee bee N mond Arrow casters, 


SURGEON'S BRUSH 


adapters to 
fit all legs. 





@ 112- lifetime tufts anchored in 
non-corrosive nickel silver 


@ guaranteed 400 times—each Anchor All- 
Nylon Surgeon’s Brush is guaranteed to with- 
stand a minimum of 400 autoclavings 


@ tufts are soft but firm and especially tapered 
for better scrub-up efficacy with more comfort 
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Best for operating room, 


. : Bassick electro-static 
@ grooved handles assure firmer grip... conductive wheels in 


crimped bristles retain soap better Bassick casters. 


Satisfied users are one of your hospital’s best 
assets, so why not please your surgeons by getting 
the best. Outstanding performance also makes 
Anchor brushes the most economical on the mar- 
ket today. 


ORDER BY THE DOZEN OR BY THE GROSS THROUGH YOUR 
HOSPITAL SUPPLY FIRM 
OTHER HIGH QUALITY ANCHOR PRODUCTS... 


NEW, All-Nylon Emesis Basin 
All-Nylon Drinking Tumblers 


to make moving easier 


See dependable Bassick casters in your Hospital Purchasing 


fy N C H 6] R 4 R U $ al '¢ @) M PA N Y File or write for Bassick Catalog HPF-57. THE Bassick 


NUL tod UWL EET Toll Company, Bridgeport 5, Conn. Jn Canada; Belleville, Ont. 


Sold Only Through Selected Hospital Supply Firms 


2 a : 8.11 
Write for Complete Information to Exclusive Sales Agent 


THE BARNS-ELY COMPANY GO) % rd 4 Bassick SIT 


1414-A Merchandise Mart * Chicago 54, Illinois SYMBOL OF EXCELLENCE 





MAKING MORE KINDS OF CASTERS. . ,MAKING CASTERS 00 MORE 
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Doude for 
Yourself 


Information and demonstra- 


lions to show the efficiency of 
Diack Controls (or any other 
sterilization indicators) are of 
little value unless performed in 


a regular hospital autoclave. 


Such tests should be carried 
out under normal operating 
routine — not in special -ap- 
paratus which has a fast rise in 
steam pressure. The latter tests 
give results which may well be 


misleading and inconclusive. 


Insist that Diacks be tested 
in your own autoclave and then 


decide for yourself! 


SMITH and UNDERWOOD 
Royal Oak, Mich. 


Sole manufacturers of Diack Controls and 


Inform Controls 


cay Contwl 











Inquiry: Is internal auditing ap- 
plicable to hospitals? What is the 
relationship of internal auditing to 
audits by C. P. A. firms? 


Comment: Internal auditing is ap- 
plicable to hospitals in the same 
manner that it is to any other op- 
erating organization—profit or not- 
for-profit. Internal auditing may be 
said to be an integral part of inter- 
nal control. The purpose of internal 
auditing is to assure management 
that the controls are effective in 
operation. Actually internal auditing 
is a means of management’s being 
able to check upon the internal 
control. In a small hospital, as in a 
small business, internal auditing is 
usually not economically justified. 
This is true because any operation 
which justifies the use of the term 
“internal auditing” must involve use 
of all or at least part of the time of 
some individual or individuals. In a 
small organization, the cost of this 
type of work is not justified because 
the administrator and his assistants 
are able to determine by their own 
observation or by infrequent study 
and analysis that the system of in- 
ternal control which has been es- 
tablished is actually working. In in- 
stances where it appears not to be 
working satisfactorily, management 
can give its time to the solution of 
the problem. As the organization 
becomes larger and more complex 
because of its size and increased 
activity, actual observation of op- 
erations by management becomes 
more difficult and weak points in 
the system of internal control are 
more difficult to spot. The appraisal 
of the effectiveness of internal con- 
trol is, of course, best accomplished 
by an individual, an internal audi- 
tor, who is not a link in the system 
of control itself. The use of internal 
auditing, therefore, becomes eco- 
nomically justified when the organ- 
ization becomes sufficiently complex 
that loss and inefficiency costs 
might become greater than the cost 
of having an internal auditor on the 
payroll. It is sometimes said that in- 
ternal auditing is the same kind of 
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Hospital Accounting 


with Professor T. LeRoy Martin 


Internal Auditing and 
Management by Exception 












auditing which the _ independent 
certified public accountant pe: forms, 
This is true to a large extent in that 
an internal auditor will necessarily 
use some of the same methods of 
reconciliation and cover some of the 
same vouching processes as a cer- 
tified public accountant. Many of his 
tests of the system and of amounts 
in the records will be identical! with 
those performed by the certified 
public accountant in making the 
annual audit. 

Although internal auditing in its 
true sense is applicable to the op- 
eration of a hospital and is eco- 
nomically justified if the hospital 
operations involve a_ sufficiently 
large volume of business, it appears © 
that in actual practice hospitals do 
not employe internal auditors. 

Neither a system of internal con- 
trol nor the employment of an in- 
ternal auditor eliminates the neces- 
sity for the annual audit by 
certified public accountants. It is 
quite possible that the work done 
in the annual audit may be reduced 
considerably by the work of an in- 
ternal auditor, just as a good system 
of internal control which the audi- 
tor’s examination shows to be work- 
ing effectively reduces to some ex- 
tent the scope of the auditor’s work. 
However, the internal auditor, if 
one is employed, is still an em- 
ployee, and his work must be sub- 
ject to audit in the same manner as 
that of any other employee. The 
certified public accountant who 
makes the annual audit is inde- 
pendent of the hospital under ex- 
amination and is in a position to 
render statements without ~trong 
personal motives which migh' bias 
an individual’s point of view 


Inquiry: We are frequentl; told 
that the principal purpose o/ ade- 
quate accounting records is to .ssist 
the administrator of a hospii il or 
the manager of a business to nan- 
age the organization efficientl: We 
also frequently hear that ma: age- 
ment by exception is a cor mon 


Please turn to page 114 
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The pathologist can hardly believe it. 
Reporting just can’t be this easy. The 
administrator, on the other hand, knew all 
along what would happen. After all, he in- 
stituted the system. To aid his department 
heads ... to give himself fast, accurate, 
complete analysis of income and service- 
department output. 

Using the new, designed-for-hospitals 
Keysort Data Punch, nurses and ward 
secretaries here are now imprinting and 
code-punching multiple-part Keysort Req- 
uisition-Charge Tickets in one operation. 
Thus, requisitions are speeded to work 
centers. Findings are written only once, 


SiR aaa 


“Fastest reporting ever...and so little writing!” 





providing copies for patient’s chart and 
departmental files. Complete and legible 
patient information automatically appears 
on charge ticket. Automatically tabulated 
figures are readily available for monthly 
departmental reports. 

Today, Keysort punched-card controls 
are simplifying and reducing paper work at 
nursing stations, service departments and 
business office. They provide the on time 
facts and figures which more and more 
hospital administrators rely on to provide 
better patient care. 

The nearby McBee man can show you 
how it’s done. Phone him, or write us. 


VCBEE KEYSORT. 


BETTER PATIENT CARE THROUGH ADMINISTRATIVE CONTROLS 


= VICE 


ova PORT CHESTER, N.Y., Cffices in principal cities. 





Washington Bureau Reports 





HEALTH-WELFARE PROGRAMS IN JEOPARDY 
— Implied as much in last issue, but evidence mounts 
as emphasis within the federal government shifts in- 
creasingly to weapons, physical sciences, engineering, 
missile-happiness, etc. “Agonizing re-appraisals” are 
the order of the day in the HEW Dept. Efforts there 
concentrate on getting aboard the defense bandwagon 
with scientific education programs. “Essentiality,” prin- 
cipally heard previously during periods of armed con- 
flict, is, once again, the keyword. The President, him- 
self, notes that abandonment of non-essential programs 
is the only way to get any real economies. At best, 
questionable programs will suffer budget cuts. And, 
this seems likely in the case of Hill-Burton. Yet, as 
noted here many times before, most probably there 
will be more words than action. 

° 


FREE HOSPITALIZATION OF AGED — As pro- 
posed in the Forand bill, has been officially opposed by 
both the American Hospital Association and the Amer- 
ican Medical Association. AHA hedges some, believes 
some sort of federal legislation will be necessary to 
solve the problem of hospital and medical care for the 
oldsters in the population. On the other hand, approval 
by the AFL-CIO of the Forand approach cannot be 
underestimated. But, with increases in military budget 
dominant in Congress’ mind, even politically appealing 
hand-outs like this will undoubtedly fail this year. 
Presidential-election year 1960 is seen by one well- 


placed observer as a good year for such legislation. 
& 


NEW VA CHIEF — Sumner G. Whittier, Massachu- 
setts Republican, VA’s chief insurance director since 
January 1957, was sworn in as VA administrator on the 
150th anniversary of distant relative John Greenleaf 
Whittier’s birth. He had served in the Massachusetts 
State legislature and as Lieutenant-Governor; was un- 
successful candidate for governor in 1956. 

a 


HAPPY BIRTHDAY, MEDICARE — And, a happy 
one it is for hospitals. Medicare sources in the Defense 
Department tot up some 200,000 civilian hospital bills, 
worth about $21 million, paid during the first year of 
Medicare’s life. Meantime, revised M’care regulations 
provide: 1) a dependent’s second trip to a civilian hos- 
pital, providing it is within 14 days and is for the same 
condition as the earlier visit, will cost the standard per 
diem, $1.75, rather than paying the first $25 of costs. 2) 
“Ward care” is defined, at last, as care in a room with 
more than four beds. Also, some clarification as to 
pediatric cases and ward care; semi-privated accommo- 
dations. 3) How dependent care in a hospital having 
only private rooms will be handled. 

e 


NURSING HOME AND HOSPITAL LOANS — ap- 
proved by the Small Business Administration: Jones 
Nursing Home, Naugatuck, Conn., $100,000; Cage Nurs- 
ing Home, Memphis, Tenn., $49,700; Troy (Mo.) Nurs- 
ing Home, $2,700; Gardena (Calif.) Hospital, Inc., and 
Gardena Valley Realty Co., $250,000; Waddell Con- 
valescent Home, Detroit, Mich., $30,000; Arlington 
(Minn.) Convalescent Home, $90,000. Three were di- 
rect, three participation loans. 


24 


by Walter N. Clissold 


CHARITY HOSPITAL, New Orleans, La., has 1 
ceived a grant of $168,167 from the National Inst:tute , 
Neurological Diseases and Blindness, part of the 
Twelve other medical schools and hospitals are ¢q 
laborating on the program directed toward the develop 
ment of preventives for cerebral palsy, mental retarda 
tion and related neurological disorders. About $2. 
million has been granted over the past 18 months. 

e 

“GENERAL RESEARCH TRAINING GRA 
PROGRAM” — designed to step up the number 9 
trained scientists for research and academic careers j 
fields of basic importance to health is announced b 
PHS. Available to qualified training institutions, furthe 
information, application forms and instructions may b 
obtained from: Chief, Research Training Branch, Na 
tional Institutes of Health, Bethesda 14, Md. 

© 


NATIONAL COMMITTEE AGAINST MENT! 
ILLNESS; INC., changes its Washington office. From 
1129 Vermont Ave. N. W. To: 1028 Connecticut Ave 
N. W., Suite 1215, Zone 6. 

e 

CONTRACTS FOR INDIAN HEALTH FACILITIES 
— totaling over $890,000 have been authorized by PHS 
Included is $383,002 for a hospital at Tuba City, Ari 
With the exception of four field health stations, the re 
maining contracts are for housing for health worker: 
— a prerequisite to getting the necessary staffs. These 
are the first major contracts let since Indian Heal 
Facilities were transferred from Interior to HEW more 
than two years ago. 

& 

PEOPLE — Dr. H. van Zile Hyde, chief of the Div. 0 
International Health, PHS, has been sworn in as the 
U. S. member of the Executive Board of the World 
Health Organization under recess appointment by the 
President Cmdr. Sidney G. Brenner, MSC, U.S 
Navy, named director of the hospital administratio 
division of the Bureau of Medicine and Surgery. For- 
merly, administrative office, Naval Hospital, Beaufort 
S. C. Appointment announced by Navy S. G., Rea 
Adm. Bartholomew W. Hogan. 

e 

FOOD AND DRUG INTERPRETATIONS — and at 
titudes will, once again, be published. Articles, based 
largely on answers to questions from affected indus 
tries, will appear from time-to-time in the Federal 
Register. Will be quite similar to the Trade Corre 
spondence Information Service, which was cropped 
couple of years ago. It is felt this will help clarif 
FDA’s stand on many subjects, and improve stil 
further relations with regulated industries. 

6 

VA COMMENDATION CERTIFICATES were 
awarded to the following, among others: Dr. Maurice 
Z. Cooper, director of medical criteria editorial »oard; 
Dr. Earnest L. Yost, medical consultant for eme:genc 
room health units and tuberculosis control officer fo 
central office and veterans benefits office; Miss Ruse M. 
Eythe, R. N., head nurse of central office healtl: unit; 
Franklin R. Hood, associate director of information 
service; and Bernard Posner and Lawrence George, as- 
sistant directors of information service. . 
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Sterilizable handles . . . attachable 
at the center of each light beam 
... permit the surgeon to make 
fine directional adjustment, comple- 
menting remote control by the 


circulating nurse. 


AMERICAN 


offers a NEW concept in major 
surgical lighting 
the DUAL VIDEO DV-22 


THE dual light sources are separately 
maneuverable through the full surgical 
range ... with selective intensities of 
1,000 to 10,000 foot candles and 
optional light patterns of large, medium 
or small. Cool, glare-proof and color 
corrected, the DV-22 measurably raises 
the standards of illumination for general 


surgery and the specialties. 


Write for our 
Illustrated Manual Number C-121. 


AMERICAN 


STERILIZER 


ERIE*ePENNSYLVANIA 
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Offices in 14 Principal Cities 
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Assessment of Physicians 


QUESTION: We have just had a 
fund-raising campaign. Some 
physicians gave _ generously; 
others gave almost nothing. The 
Board finally assessed the physi- 
cians who had not donated gen- 
erously an amount of money 
comparable to that given by the 
other physicians. Our Board felt 
that since the doctors derive a 
benefit from the hospital, they 
should contribute in consequence. 
The medical staff has protested 
vigorously about the assessment 
and we fear that if this becomes 
public, it may damage our cam- 
paign. What should we do? 


ANSWER: If the physicians were 
threatened the Board was wrong. 
In fund-raising campaigns, physi- 
cians should be treated like anyone 
else in the community. 

A special assessment of the physi- 
cian implies that the hospital is 
maintained for the benefit of the 
doctor. This is wrong. The physician 
is only incidental to the facilities 
that are provided for the benefit of 
the community. 

If a medical staff appointment is 
a privilege, then we may not charge 
for the privilege. If we charge 
money for a medical staff appoint- 
ment, then we make a contract with 
the physician which can be enforced 
against the governing body. 

The medical profession does not 
have a corner on parsimony. Some 
people simply hate to donate. Doc- 
tors are no exception. Physicians 
are usually generous in fund-rais- 
ing campaigns. They should be en- 
couraged to give but not coerced 
by threats of loss of status or privi- 
leges. This is a form of blackmail. 
The physician should be grateful 
for the privileges that he has in 
the hospital, but gratitude is not en- 
forceable. 


Medical Director 


QUESTION: Our hospital em- 
ploys a full-time medical direc- 
tor in addition to an administra- 
tor, who is a lay man. Recently, 


with Dr. Letourneau 


our local medical society has de- 
clared that “the medical director 
should not attend the meetings 
of the medical staff unless he is 
also a practicing physician who 
is a member of a clinical depart- 
ment.” Our medical director 
would like to attend all meet- 
ings of the inedical staff and we 
would like him to represent the 
administration of the hospital at 
these meetings; would you please 
advise? 


ANSWER: The statement of your 
medical society is discriminatory. 
It fails to take into account some 
basic realities of hospital adminis- 
tration. 

No edict of the local medical so- 
ciety can change the fact that the 
administration has both the right 
and the duty to keep informed of 
what is going on in the premises 
of the institution and to so order 
its administration as to govern and 
regulate, insofar as it is possible, 
all activities that go on within its 
walls. 

The administration should be kept 
informed of the opinions and rec- 
ommendations of the medical staff 
and, indeed, should participate in 
the formulation of these opinions at 
first hand. The administrator should 
be present at all medical staff meet- 
ings and a fortiori the medical di- 
rector who represents him has the 
same right. 

Many authorities feel that the 
medical director should not only at- 
tend medical staff meetings but 
should also be ex officio a member 
of every committee of the medical 
staff. 

In the larger institutions, the 
medical director should be com- 
pletely independent as a person 
who functions as an administrative 
officer. In the smaller hospitals, 
where it is not possible to employ 
and pay a full-time medical direc- 
tor, a physician may be selected 
from the medical staff and ap- 
pointed as chief of staff to function 
in an administrative capacity on be- 
half of the hospital. 

Such a chief of staff may func- 
tion as a part-time medical direc- 


tor and, indeed, may be puid for 
his services. Ordinarily, it is de- 
sirable that the medical director or 
chief of staff should not be placed 
in the position of competing with 
other members of the medical staff 
for patients. Nevertheless, there 
may be situations and circumstances 
where a practising clinical physi- 
cian may fill the bill admirably. 

However, when such an appoint- 
ment has been made, care should 
be exercised to distinguish between 
the acts of the medical director in 
his official function and the acts 
of the medical director when he is 
acting as a medical practitioner. 

In some hospitals, the anesthesio- 
logist, radiologist, pathologist or a 
specialist, who is not in competition 
with other physicians, are to be pre- 
ferred over the physicians who may 
have competitors in their own 
specialties working on the same 
medical staff. 


Small Hospital Plans 


QUESTION: Where can we get a 
set of plans for a 25-bed hospital? 


ANSWER: Write to the Public 
Health Service, Hospital Division, 
Department of Health, Education 
and Welfare, Washington 25, D. C. 


Local. Anesthetic 


QUESTION: Our internes and 
nurses often give local anesi'vetics 
for minor procedures. Is it »eces- 
sary to have an attending physi- 
cian standing by in such cases? 


ANSWER: Undoubtedly, a licensed 
doctor of medicine should be re- 
sponsible for the administrat'on of 
the local anesthetic for havin ei- 
ther prescribed it or supervis«: its 
administration. 

Neither a nurse nor an unlic«" 
physician is qualified to presc: 
medication. 

There is always a dange: of 
sensitivity to a certain drug ar if 
a severe reaction should superv=ne, 
some physician competent to «cal 
with such a reaction should be 
available nearby. 7 
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Guest Editorial 





The American 


Public Health Association 
(1872—1957) 


George Rosen, M.D., Ph.D. 


A professional society as such does 

not directly produce specific 
scientific and technical advances in 
its field. It is people, as individuals 
or in groups, who make discoveries, 
devise new techniques, and through 
their labors unravel mysteries and 
confer new benefits on mankind. 
One can in no way, however, over- 
state the value of an organization 
which makes it possible for these 
people to explore problems, to ex- 
change ideas, to share successes and 
failures, and in this give and take 
to obtain the inspiration and the 
stimulation for an attack upon new 
problems as they emerge. This, from 
its inception, has been the basic role 
of the American Public Health As- 
sociation. 

Animated by a bold and creative 
vision, nine physicians and one 
architect met in New York City on 
April 18, 1872, and decided to estab- 
lish a national sanitary association. 
On September twelfth of the same 
year the American Public Health 
Association was formally organized 
at Long Branch, New Jersey; 
Stephen Smith, physician and pio- 
neer of American public health, was 
named the first president. The ob- 
jectives of the Association were “the 
advancement of sanitary science 
and the promotion of organizations 
and measures for the practical ap- 
plication of public hygiene”. These 
objectives relate to a period when 
modern public health was just being 
born. 

What was the state of public 
health 85 years ago? The founda- 
tions for modern scientific epidemi- 
olgy were being built through the 
studies on measles by Panum 
(1847), on cholera by Snow (1849), 
and typhoid fever by Budd (1857). 
Between 1857 and 1865, Pasteur had 
established the germ theory of fer- 
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mentation, but the golden age of 
bacteriology and immunology had 
not yet arrived. England had estab- 
lished the framework of a national 
health administration after 1848. A 
Metropolitan Board of Health was 
established in New York in 1866. 
Massachusetts set up the first ade- 
quate state board of health in 1869 
and California and Virginia fol- 
lowed suit in 1871. The weapons 
available to health officers were 
limited to the crudest and most em- 
pirical procedures of sanitation and 
quarantine. 

Furthermore, there was no public 
health profession. Each of the 
founders, and very likely every 
charter member, of the Association 
owed primary allegiance to some 
profession other than public health. 
They were physicians, engineers, 
biologists and educators who saw 
public health as an area of applied 
science cutting across various dis- 
ciplines; an area to which a variety 
of special techniques and the find- 
ings of many specialists could be 
applied for fighting disease and 
building health. 

Modern public health was in its 
infancy, a situation reflected in the 
papers presented at the first meet- 
ings of the Association in 1873. 
There was a discussion of the new 
germ theory of disease and a major 
portion of the meeting was devoted 
to the problems of communicable 
diseases. The epidemic of cholera, 
which visited the Mississippi Valley 
in 1873, received a large measure 
of attention. In line with its broad 
objectives, however, the Association 
also discussed the social and eco- 
nomic determinants of health and 
disease. 

Of specific interest is the cireum- 
stance that, even at this.early date, 
the Association was interested in 
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the hospital and its health problems, 
Its first volume of Reports contains 
a paper by James W. Beekman of 
New York on the “First Principles 
of Hospital Hygiene”, and interest 
in the hospital from the viewpoint 
of community health has grown and 
developed with the expansion of 
public health. 

Today, the American Public 
Health Association comprises over 
13,000 men and women in every 
health specialty; in public agencies; 
in voluntary associations; in private 
practice; all sharing a common aim, 
the advancement of community 
health. For the most part they are 
from the Americas, but members 
of the Association are to be found 
throughout the world. 

Perhaps the most important step 
in the growth of the Association was 
the creation of its first specialized 
section, the Laboratory Section, in 
1899. As new discoveries added 
scope and depth to the health 
sciences, this precedent wes fol- 
lowed in other fields. Thus, health 
officers and statistics sections were 
established in 1908; engineering in 
1911; industrial hygiene ix 1914; 
food and nutrition in 1917; maternal 
and child health in 1921; public 
health education in 1922; public 
health nursing in 1923; e) demi- 
ology in 1929; school health i» 1942; 
dental health in 1943; medic: care 
in 1948; and mental health i» 1955. 
This organizational structure per- 
mits the public health work, no 
matter what his specialized in‘ -rests 
may be, to keep abreast of pi ogress 
in public health and to make © con- 
tribution to the whole field. 

Through these sections and © va- 
riety of committees, the American 
Public Health Associatio: has 
actively advanced knowledge and 
experience in community healt. § 
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This has been achieved by pro- 
mulgating standards, by establishing 
uniform administrative practices 
and procedures, by establishing de- 
sirable minimum educational quali- 
fications of public health workers, 
sponsoring accreditation of schools 
of public health, tabulating the most 
important facts on the etiology of 
communicable diseases, exploring 
various types of medical care pro- 
grams and their relationship to 
public health, preparing numerous 
public health laboratory volumes, 
and many other activities. 

The printed publications of the 
Association occupy an important 


role in the development of these 
activities. The American Journal of 
Public Health, official organ of the 
Association, appears monthly. It has 
a world-wide distribution with a 
circulation of 16,000. It contains 
authoritative scientific articles on 
current public health problems, edi- 
torials on matters of concern to all 
health workers, book reviews, an 
annotated health bibliography and 
numerous other features of value to 
workers in all fields of community 
health. 

More recently, a series of manuals 
on the health supervision of the 
well child and the handicapped have 
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been prepared. They represent the 
combined efforts over a period of 
years of a large number of leading 
physicians, nurses, nutritionists, so- 
cial workers, educators and others 
brought together by the Associa- 
tion’s Committee on Child Health, 

In addition to operating through 
its own committees, the Association 
functions jointly with comnittees 
of other organizations, such as the 
Liaison Committee with the Ameri- 
can Hospital Association to study 
the operation of hospital planning 
and license laws. Another instance 
is the Inter-American Committee 
on Health (composed of four execu- 
tives from each of the participating 
organizations), including besides 
the American Public Health Asso- 
ciation, the American Hospital As- 
sociation, the American Medical 
Association, the American Nursing 
Association, the American Dental 
Association, and the American Pub- 
lic Welfare Association. 

Of considerable importance in 
bringing together various types of 
health workers is the annual meet- 
ing of the Association. It is the out- 
standing annual meeting on public 
health held on this continent. 
Health workers of all special fields 
have a unique opportunity to dis- 
cuss common problems on a com- 
mon ground. A health exposition 
comprising scientific, educational 
and commercial exhibits is a fea- 
ture. 

The Association is proud of the 
fact that among its leaders have 
been such outstanding health work- 
ers as C.E.A. Winslow, Charles E. 
Wilinsky, Haven Emerson and 
Thomas Parran. 

Membership is open to all per- 
sons engaged in, or interested in, 
public health work. Fellowship is 
available to members of at. least 
two years’ standing, in recognition 
of established standing in the pub- 
lic health profession. 

But while the American Public 
Health Association has come a long 
way in its 85 years, it is not content 
to rest upon the record. Aware that 
we live in a world of inexorable 
change, the Association recently 
undertook a survey of the overall 
public health job in the framework 
of the second half of the twe)tieth 
century, and it is now hard at work 
developing the consequences © this 
survey. Thus as public health n:oves 
toward new frontiers, the Amevican 
Public Health Association provides 
new and broader opportunities ‘o be 
part of the mainstream of public 
health progress, to gain new in- 
sight and perspective on the health 
of tomorrow. sd 
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® JOHN HERMAN HAYEs is one of the wisest and most 
highly respected counsellors in our field. He is perhaps 
best known as a humorist whose work would be out- 
standing anywhere but his serious contributions to the 
hospital field are among the milestones that will mark 
the march of progress of hospitals when recorded by 
future historians. It was John Hayes who finally 
brought to fruition the work of the Commission on 
Financing of Hospital Care when he assumed the direc- 
torship of this body after illness and death had stricken 
the two previous directors. This work alone should 
make John Hayes famous in the hospital field and, in- 
deed, recognition of this contribution earned for him the 
Distinguished Service Award of the American Hospital 
Association which was presented to him at the Conven- 
tion in 1957. 

Like so many outstanding administrators of his gen- 
eration, John Hayes grew into the hospital field after 
trying his hand in various business ventures. He began 
as a messenger in Wall Street, trying his hand at bank- 
ing and in 1914 served as manager of the Compressed 
Gas Manufacturing Association where he remained un- 
til 1924. At that time he joined the Ohio Chemical Com- 
pany in Cleveland and stayed there for two years be- 
fore returning to his beloved New York, where he be- 
came assistant to the president of the Lenox Hill Hos- 
pital. In 1932 he became the superintendent of that in- 
stitution. When he retired in 1952 he remained as a con- 
sultant to the board of that hospital and is still func- 
tioning in that capacity. 

Mr. Hayes has served the hospital field with dignity 
and honor. He was in the forefront of the movement 
to recruit nurses. He was a member of the A.H.A.’s 
Committee on Nurse Recruitment and when this func- 
tion was taken over by the National League for Nursing, 
John Hayes went with it. He is still chairman of the 
Nurse Recruitment Committee, a post he has held since 
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John H. Hayes 
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1953. He has always been a leader in hospital associa- 
tion work and was active on the local state and na- 
tional levels. He was president of the New York State 
Hospital Association and in 1943 became a trustee of 
the American Hospital Association whence he rose 
rapidly to the presidency in 1946-47. He was instru- 
mental in the founding of the publication “Trustee” 
which was first published during his term of office. 

In 1949 as chairman of the Council on Government 
Relations of the American Hospital Association, he was 
the official spokesman for organized hospitals in opposi- 
tion to national hospital insurance. It is said even to 
this day that his able presentation of the position of the 
hospital contributed to the defeat of the Wagner- 
Murray-Dingell Bills which many felt were leading to 
socialism. 

John Hayes has always been a champion of the hos- 
pital worker. He advocated pension plans for hospital 
employees in the days when such employment benefits 
were completely unknown and he is still an active 
member of the National Health and Welfare Retire- 
ment Plan. 

John Hayes dedicated himself body and sou! to the 
improvement of patient care in hospitals. His tremen- 
dous enthusiasm for projects in this area ultimately 
led to overexertion which culminated, in 1952, in an at- 
tack of coronary thrombosis which lead to his retire- 
ment from active hospital administration but de‘ nitely 
not from participation in the advancement of hospital 
management as his activities have subsequently proven. 

His humorous contributions to the hospital literature 
are gems that will be long remembered by thos: who 
have been privileged to savor them. John Hayes is the 
Ogden Nash of the hospital field and his column “?RN” 
written in a lighter vein causes many a chuckle. 

For these achievements HOSPITAL MANAGEMENT is 
privileged to salute John Hayes. . 
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Hospital Calendar 





Januar ’’ 


27-28. . 


Midyear Conference of Presidents 
nd Secretaries of State Hospital 
\ssociations, Statler Hotel, Wash- 
igton, D.C. 


linois Chapter of the American 
\ssociation of Inhalation Ther- 
pists, Alexian Brothers Hospital, 
chicago, Illinois. 


\labama_ Hospital Association, 
dotel Stafford, Tuscaloosa, Ala- 
sama. 


“y 


.. illinois Committee on Maternal 


Welfare, Hotel Pere Marquette, 
Peoria, Illinois. 


. Midyear Conference of Presidents 


and Secretaries of State and Re- 
gional Hospital Associations, Pal- 
mer House, Chicago, Illinois. 


.. Association of Operating Room 


Nurses, Bellevue Stratford Hotel, 
Philadelphia, Pennsylvania. 


. The National Association of Meth- 


odist Hospitals and Homes, Mor- 
rison Hotel, Chicago, Illinois. 


. . The American Protestant Hospital 


Association, Morrison Hotel, Chi- 
cago, Illinois. 


. . Denominational Groups, Morrison 


Hotel, Chicago, Illinois. 


.. Georgia Hospital Association, 


Ralston Hotel, Columbus, Georgia. 


.. American Orthopsychiatric Asso- 


ciation, Hotel Commodore and 
Hotel Roosevelt, New York, New 
York. 


. Wisconsin Conference of Catholic 


Hospitals, Pfister Hotel, Milwau- 
kee, Wisconsin. 


. Wisconsin Hospital Association, 


Hotel Schroeder, Milwaukee, Wis- 
consin. 


. Tennessee Hospital Association, 


Hotel Patton, Chattanooga, Ten- 
nessee. 


. Louisiana Hospital Association, 


Bellemont Motor Hotel, Baton 
Rouge, Louisiana. 


. » New England Hospital Assembly, 


Hotel Statler, Boston, Massa- 
chusetts. 


. Mid-West Hospital Association, 


Municipal Auditorium, Kansas 
City, Missouri. 


National Association for Practical 
Nurse Education, Hotel Del Coro 
nado, Coronado, California. 


. Kentucky Hospital Association, 


Sheraton-Seelbach Hotel, Louis- 
ville, Kentucky. 


. Institute on Personnel Relations, 


Bedford Springs, Pennsylvania. 


. Association of Western Hospitals, 


Civic Auditorium, San Francisco, 
California. 


. Carolinas-Virginias Hospital Con- 


ference, Hotel Roanoke, Roanoke, 
Virginia. 


. Pennsylvania Dietetic Association, 


The Pennsylvania State University, 
University Park, Pennsylvania. 


. Tri-State Hospital Assembly, 


Palmer House, Chicago, Illinois. 





List Your Meetings 


. Texas Hospital Association, Statler 
Hilton Hotel, Dallas, Texas. 


. Upper Midwest Hospital Confer- 
ence, Minneapolis Auditorium, 
Minneapolis, Minnesota. 


. Southeastern Hospital Confer- 
ence, Hotel Fountainebleau, 
Miami Beach, Florida. 


. Massachusetts Hospital Associa- 
tion, Hotel Statler, Boston, Massa- 
chusetts. 


. . Annual Convention, Hospital As- 
sociation of Pennsylvania, Atlantic 
City, New Jersey. 


. Middle Atlantic Hospital Assem- 
bly, Convention Hall, Atlantic 
City, New Jersey. 


. Connecticut Hospital Association, 
Berlin Light and Power Company, 
Berlin, Connecticut. 


Catholic Hospital Association, 
Atlantic City, New Jersey. 


Annual Convention and Commer- 
cial and Scientific Exhibition of 
the Comité des Hopitaux du 
Quebec, Montreal Show Mart, 
Montreal, Quebec, Canada. 


August 


18-21... American Hospital Association, 
Palmer House and _ International 
Amphitheatre, Chicago, Illinois. 


October 


13-16. . . American Association of Medical 
Record Librarians, Statler Hotel, 
Boston, Massachusetts 





As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- . Maryland-District of Columbia- 
Ohio Hospital Association, Neth- ment, 105 W. Adams St., Chicago 3, Delaware Hospital Association, 
— Hotel, Cincinnati, Ili, to insure appearance here. Hotel Shoreham, Washington, 

io. p...C. a 


New Mexico Hospital Association, 
Hilton Hotel, Albuquerque, New 
Mexico. 


November 
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Another TUBEX First... 


1-cc. TUBEX 


TUBEX MEDICATIONS: 
Benzathine Penicillin G 


BICILLIN® Long-Acting, Injection (Benzathine 
Penicillin G in Aqueous Suspension) : 600,000 units 
per 1-cc. Tubex; 900,000 units per 1.5-cc. Tubex; 
1,200,000 units per 2-cc. Tubex. 


Procaine Penicillin G 


LENTOPEN® (Procaine Penicillin G in Oil with 
Aluminum Monostearate): 300,000 units per 1-cc. 
Tubex. 


WYCILLIN® Suspension (Procaine Penicillin G in 
Aqueous Suspension) :300,000 units per 1-ec. Tubex. 


WYCILLIN 600 Suspension (Procaine Penicillin G 
in Aqueous Suspension): 600,000 units per 1-cc. 
Tubex; 1,200,000 units per 2-cc. Tubex. 


Combination Penicillins 


BICILLIN C-R 600 (Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension): 
300,000 units each per 1-cc. Tubex; 600,000 units 
each per 2-cc. Tubex. 


LENTOPEN, All-Purpose (Procaine Penicillin G and 
Potassium Penicillin G in Oil): 300,000 units of 
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MEPERIDINE HYDROCHLORIDE, 


Injection: 50, 75, or 100 mg. per 


procaine penicillin G and 100,000 units of potassium 
penicillin G per 1-cc. Tubex. 

WYCILLIN DSM (Procaine Penicillin G and Dihy- 
drostreptomycin Sulfate in Aqueous Suspension): 
400,000 units of procaine penicillin G and 0.5 Gm. 
of dihydrostreptomycin sulfate per 2-cc. Tubex, 


Narcotics 

CODEINE PHOSPHATE, Injection: 30 mg. (1% grain) 
or 60 mg. (1 grain) per 1-cce. Tubex. 
MEPERIDINE HYDROCHLORIDE, Injection: 50 mg., 
75 mg., or 100 mg. per 1-cc. Tubex. 

MORPHINE SULFATE, Injection: 8 mg. (1% grain), 
10 mg. (% grain), or 15 mg. (14 grain) per 1-ce. 
Tubex. 


Streptomycins 

DIHYDROSTREPTOMYCIN SULFATE, Crystalline, 
Solution: 0.5 Gm. per 1-cc. Tubex; 1 Gm. per 2-¢e. 
Tubex. 

STREPTOMYCIN SULFATE, Solution: 1 Gm. per 2-€e. 
Tubex. 


Miscellaneous 

ALLERGENS (Diagnostic and Treatment). 
EPINEPHRINE HYDROCHLORIDE, Injection (17.S.P.): 
1:1000 solution per 1-cc. Tubex. 

TETANUS ANTITOXIN, Refined and Concentrated 
(Equine Origin): 1500 units per 1-ce. Tubex. 


TRISTERONE*, Injection (Progesterone, ‘estos 
terone, and Estrone): 25 mg. of microcrystalline 
progesterone, 25 mg. of microcrystallinefree testos 
terone, and 6 mg. (60,000 I.U.) of microcrystalline 
estrone per 1-cc. Tubex. 


*Trademark 

























Don't Waste Your Nurses! 


Time-motion study’ 


proves TUBEX saves 39% 


of nursing injection time! 


Does the conventional injection method 
waste nurses’ time? Time-motion analysis 
says, Yes! Studies' of morphine injection ina 


366-bed hospital show that the TUBEX 


closed-system technique cuts 1 minute 58 
seconds—a saving of 39%—from the average 
time required by nurses in their injection 
duties. With a workload in this hospital of 
6720 morphine injections in 1956, conversion 
to TUBEX for these injections alone would 
have saved more than 220 nursing hours, or 
27% 8-hour nursing shifts, more than 


enough to provide another nursing shift 
every other week. : 


_ What Does This Mean to You? re a hospital 


administrator, you are concerned with nurs- 
ing efficiency. TUBEX disposable units— 
available in a wide range of medications— 
cut nursing time significantly. Apply the 
savings in nursing hours to other vitally 
needed nursing services! Test all the values of 
TUBEX in your own hospital! Mail the 


coupon today! 


1. Hunter, J.A., et al.: Hospital Management 83:86 (March) 
1987. 
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CLOSED-SYSTEM INJECTION 


WYETH LABORATORIES 
P.O. BOX 8299 
Philadelphia 1, Pa. 


Please send me further information on TUBEX closed-system 
injection and on a test program for my institution. 


Name Administrator 
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City 








Newly born 


the Newborn 


Recent clinical reports (J.A.M.A. 164:1331, July 20, 1957) have stressed 
the adequacy of low doses of water-soluble vitamin K analogs for infants 
and especially the undesirability of excess dosage in prematures. So you 
will be glad to know of these two new dosage forms of Synkayvite: 

Ampuls, 14 cc, 1 mg, boxes of 12 and 100 

Ampuls, 1 cc, 2.5 mg, boxes of 12 and 100 
Still available are these familiar forms: 

Ampuls, 1 cc, 5 mg, boxes of 6, 25 and 100 

Ampuls, 1 cc, 10 mg, boxes of 6, 25 and 100 

Ampuls, 2 cc, 75 mg, boxes of 6 and 25 
Synkayvite administered routinely to the mother before delivery, or to the 
infant, is valuable, low-cost insurance against neonatal hemorrhage. 
Synkayvite similarly protects surgical patients — especially tonsillectomy 
and biliary tract cases — from the hazards of lowered prothrombin levels. 
Synkayvite is now available in convenient, color-break ampuls providing a 


full range of choice in dosage, according to the needs of prematures, full- 
term infants, older children and adults. 


Rocue Laporatories * Division of Hoffmann-La Roche Inc « Nutley 10 « N. J. 


SYNKAYVITE 


SYNKAYVITE® BRAND OF MENADIOL SODIUM DIPHOSPHATE U.S. P. 


For more information, use postcard on page 145 HOSPITAL MANAG: \iENT 
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Hospital Liability for Trustees 
- « eand Medical Staff 


by Enanuel Hayt, LL.B. 


§ EXPESSING ALARM at the growing 
numb: of malpractice actions 
agains’ doctors working in hospitals, 
a meilical journal remarks that 

“wi-hin the past two decades the 

the apeutic revolution has gone 

apace at an uncomfortable rate. 

The placebo has given way more 

anc more to the potent drug. The 

old ‘rag and bottle’ of the anes- 
thetist has been replaced by com- 
plicated machines and a range of 
powerful drugs that simplify the 
task of the surgeon, vastly ease 
the patient, and correspondingly 
test the skill of the anesthetist. 
The new drugs and techniques, 
along with their brilliant promise 
of comfort and cure to the pa- 
tient, have as their ‘side-effects’, 
through accidental overdose or 
unpredictable sensitivity, coin- 
cident hazards, sometimes of 

great severity.” * 

That there has been a large in- 
crease in the volume of law suits 
against hospitals and physicians in 
this country should cause no sur- 
prise when one considers the many 
technological and scientific changes 
which have taken place in the care 
of the sick during the past quarter 
of a century. Along with this de- 
velopment of modern medicine has 
come a change in the philosophy of 
the courts and a broadening of re- 
sponsibility for negligence or mal- 
practice, both against hospitals and 
Physicians. 

As a consequence, the law has 
had to accommodate itself to new 
situations and to public demands for 
more liberal rules to’ compensate 
the victims of another’s careless- 
ness. An Illinois court, early in 1950, 
decla'ed that the law is not static 
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and must conform to changing con- 
ditions and new trends in human 
relations to justify its existence as 
a servant and protector of the peo- 
ple.’ 


Charitable Hospitals Losing Immunity 


There can be no doubt, holds a 
Delaware case, that the trend of the 
decisions today is in favor of im- 
posing full liability upon charitable 
corporations for the torts of their 
agents and employees; the general 
principle which makes every person 
responsible for his own legally care- 
less action should apply with equal 
force to charitable corporations.* 

Other recent cases confirm this 
trend. Early in 1950 the question of 
the liability of charitable institu- 
tions came under consideration by 
the courts of Vermont for the first 
time. After reviewing the various 
doctrines for immunity throughout 
the country, the court rejected them 
all and held there was no sufficient 
reason under a sound public policy 
to say that an individual should be 
deprived of his right to recovery 
from such an institution because its 
funds are derived from a charitably 
minded public.* 

The following year, in 1951, an 
Iowa case reversed the former im- 
munity granted to charitable insti- 
tutions and ruled that an incor- 
porated charity should respond for 
the negligence of its employees, as 
do private individuals, business cor- 
porations and others.’ Another case, 
decided the same year in Arizona, 
overruled the established immunity 
of charitable hospitals in that 
State.’ Mississippi, in 1951, in the 
case of a paying patient, held that 
immunity from damages could not 
be claimed by a charitable hos- 
pital.’ 


In rapid succession other states 
have abandoned the rule of im- 
munity. A Washington court says: 
“Principles of law, logic and in- 
trinsic justice demand that the 
mantle of immunity be withdrawn.”® 
Ohio recently overthrew its doc- 
trine of immunity.’ New York only 
a few months ago indicated that it 
was ready to wipe out all immunity 
of charitable hospitals for injuries 
caused to patients by employed 
medical or nursing personnel.” 


Immunity Persists in Some States 


It would be a mistake to say that 
the doctrine of immunity is in its 
last stages. Recent decisions in a 
few states persist in maintaining the 
exemption of charitable hospitals 
from liability for the acts of their 
employees. These cases rest their 
positions upon various grounds — 
the trust funds doctrine, the waiver 
theory, public policy, and upon the 
ground that the rule of respondeat 
superior has no application to hos- 
pitals of this class. 

Historically, in this country the 
first court to adhere to the trust 
funds doctrine of exemption was 
the Supreme Court of Massachu- 
setts, in 1876. It gave as authority 
repudiated early English decisions, 
apparently oblivious that a quietus 
had been put on the principle ten 
years before. 

The Massachusetts case involved 
a carpenter who fell from a building 
while at work. He was brought to 
the Massachusetts General Hospital 
and remained as a ward patient for 
two months, occupying a free bed. 
An intern, then called a “house pu- 
pil,” in the last of his three years of 
professional study, reduced the pa- 
tient’s fractured thigh bone under 
the direction of the attending sur- 
Please turn to page 56 
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by Joseph V. Terenzio, 
LL.B., M.S.H.A. 


Some Recent Legal Decisions 
Indicating Trends 


@ IN THE LAST YEAR Or SO Several 
very prominent authorities in the 
field of legal aspects of medical and 
hospital administration have called 
our attention, as have the medical 
and hospital journals, to the alarm- 
ing frequency with which the medj- 
cal profession and hospitals have 
been hit by adverse verdicts in the 
courts. The number of suits being 
brought against us is rising and 
the amounts being recovered are 
staggering. All too frequently it is 
brought home to us by our in 
surance brokers in their lettes ad- 
vising of premium increases for the 
same limits of coverage which we 
had last year. Just how far this 
trend is going to continue we can- 
not be sure, but the evidence seems 
to indicate that, in the not too dis- 
tant future, we will probably no 
longer occupy the position of ad- 
vantage over individuals, corpora- 
tions and other forms of business 
organizations which we do today. 
The gap is slowing closing. 


More Lawsuits 


This large increase in the volume 
of law suits and claims against phy- 
sicians and hospitals seems to be 
the logical result of three things: 
first, the tremendous technical and 
scientific advances which have 
taken place in medical and hospital 
practice in recent years; second, the 
fact that the courts have seemed 
to change their philosophy and have 
broadened the responsibility of hos- 
pitals and physicians for negligence 
and malpractice; and third, because 
of the fact that there has been an 
increased consciousness on the part 
of everyone as to his or her legal 
rights and legal responsibilities so 
that everyone is considerably more 
suit conscious than ever before. As 
a result, law suits are being started 
at the slightest provocation. 

Since the bulk of all law suits 
against hospitals deal with the 
question of liability for negligent or 
tortious acts of agents or empioyees 
of the hospital, it seems logic: that 
a review of recent decisions should 
indicate certain trends in this re- 
spect. In 1876 the doctrine of im- 
munity of charitable corporations 
for tort liability was originally 
established in the United States in 
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Mr. Terenzio is executive director of 
Knickerbocker Hospital, New York City, 
New York. 


The illustration is reprinted from and copy- 
righted 1957 by Medical Economics, Inc. 
Black and white design by Blake Hampton. 
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IP ANY PATIENTS ARE IN DOEDIATE DOOR, REE Ta Fa 
THE AREA. 


TURN IN THE ALARM, 
The code word for fire is "IRILL". 


‘Te the! 


discovered between 8:00 a.m. and 1:30 p.m., notify ' 
switchboard operator. 


4:30 p eM. and 8:00 a BcMe? 


CLOSE ALL WINDOWS AROUND THE AREA AND CLOSE THE FIRE DOORS 
AT EACH END OF THE CORRIDORS. 


GET THE NEAREST FIRE EXTINGUISHERS AND START FIGHTING 
THE FIRE. 


Fig. 2. Condensed procedures. 


The Engineer’s Responsibility for 
the Safety Features of the Hospital 


by Robert W. Walker 


Part Il 


Organizational Aids 


There are three or four other 
basic forms which the engineer will 
find quite helpful in setting up his 
fre emergency procedures. First, 
he should have the condensed pro- 
cedures which are placed con- 
spicuously on every bulletin board 
in the hospital (Fig. 2). These pro- 
cedures are brief and to the point. 
To make them stand out and keep 
them clean, they are covered with a 
piece of exposed x-ray film and 
boarded with reflective tape. These 
procedures tell the basic things to 
do in case of fire. 

Second, the engineer or fire mar- 
shall should have mimeographed 
copies of the detailed procedures 
which give the specific duties of 
each employee in the hospital in 
case of fire. These are distributed 
to each new employee and ex- 
plained to him by the fire marshall 
before he commences his routine 
duties. ° 

The next aid is a 4” x 5” card 
carried by the fire marshall, his as- 


ee 


Part | of this article is in id Hospital 
Management, pages 48, 49, 
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sistants and the administrator, at all 
times, which shows the location of 
each extinguisher in the hospital, 
type of extinguisher and person as- 
signed to that extinguisher during 
fire drill (Fig. 3). With this infor- 
mation on hand, when he first in- 
spects the fire, the fire marshall can 


Fig. 3. Extinguisher location. 
RET SAR AOL AOR IRS 
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1._p Laundry Worker 

2. 4 First Floor Janitor 
3.-_A First Cook 

Lh. Blue Room Girl 
5-_4 _ Laundry Worker 

6. a Laundry Foreman 
7e-_aA_ Fireman 

8.4 Kitchen Worker 
Dein pers Chef 

10. Kitchen Janitor 
11._Q Laundry Worker 
12._Q _ Floor Housekeeper 
13._9 Diet Maid 
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15._f_ Janitor 

16._© _ Floor Housekeeper 
by grains 2 Diet Maid 

18._Q_ Floor Housekeeper 
19._Q__ Diet Maid 
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FLOOR 
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immediately determine the location 
of the nearest extinguishers of the 
type that he requires and may order 
these extinguishers to the fire by 
the use of runners and the public 
address system. 

The last aid is a form that is 
placed on each extinguisher, which 
shows by a visual aid what type of 
fire that particular extinguisher is 
most suited for (Fig. 4). This form 
is also covered with x-ray film and 
bordered with reflective tape. An 
additional advantage of this re- 
flective tape is that if there is any 
light at all in the area at night, the 
tape will glow, thus immediately 
showing the location of the ex- 
tinguisher. 


Frequency of Drills 


Fire drills should be called at 
least once a month, either by the 
administrator or by the fire mar- 
shall. No other person should have 
previous knowledge of it and par- 
ticular attention should be paid to 
see that we do not get in the habit 
of calling the drills at the same time 
of day each time; such as a time 
when it is most convenient for most 
employees. We should also be sure 
that the drills are frequently called 
during the evening and night shifts 
so that all employees can be fa- 
miliar with the procedures if an 
emergency ever arises. 

In conducting these drills at Dis- 
trict Three State Tuberculosis Hos- 
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pital, Paris, Kentucky, we never use 
the word “fire”. Our operator al- 
ways calls the Fire Department and 
tells them we are having a drill; 
therefore, we follow exactly the 
same procedure as if a fire actually 
were being reported. 


Hospital Safety Program 


To have a safe hospital, every 
employee and every person that en- 
ters the hospital must be made 
safety conscious. Any hazard show- 
ing up in any department should 
be removed or reported immediate- 
ly. Basic hazards such as improper 
wiring, especially slick floor wax or 
unvented gas or steam equipment, 
should be permanently corrected. 

Visual aids such as the posters 
put out monthly by the Hospital 
Safety Service of the National 
Safety Council are also quite help- 
ful. These posters describe, by the 
use of cartoons, the way to combat 
common accidents in the dietary, 
nursing, housekeeping and other 
departments in the hospital. Three 
or four posters in color, size 
84% x 11, along with a newsletter 
which discusses in detail various 
phases of hospital safety, are fur- 
nished monthly. The cost of this 
service is $10.00 a year and is 
money well spent. 

A national contest is also spon- 
sored each year by the American 
Hospital Association and the Na- 
tional Safety Council. This contest 
is broken into eight groups, ranging 
from hospitals with up to 99 em- 
ployees, through hospitals with 1,000 
or more employees. The winner in 
each category is determined by the 
hospital that has the lowest injury 
frequency rate for a period of a 
year. This injury frequency rate is 
determined by multiplying the total 
reportable injuries by 1,000,000 and 
dividing this by the total number of 
man-hours worked during the year. 
A reportable injury is described as 
an injury, to an employee, on the 
job, which necessitates his missing 
one or more full days of work. One 
of the Kentucky State Tuberculosis 
Hospitals, District One, Madison- 
ville, Kentucky, won first in the di- 
vision of hospitals with less than 
100 employees in the contest year 
1955. 

If the engineer reads as much as 
he can on hospital safety and at- 
tends appropriate institutes, he is in 
the best position to check on the 
safety practices in the hospital, as 
he not only does his routine work as 
engineer, but also makes his routine 
inspections as fire marshall. These 


two phases of the security program 
of the hospital should be very close- 
ly related. 


Improved Housekeeping 


Probably the two main causes of 
accidents in the hospital are im- 
proper housekeeping and _ unsafe 
working habits. Setting up a good 
safety program does not mean that 
an elaborate approach to accident 
prevention is needed. Such a simple 
thing as improved housekeeping will 
reduce the number of slips and falls 
and the number of injuries resulting 
from misplaced materials and equip- 
ment. Better housekeeping carried 
through in all departments will re- 
move many sources of fire and will 
lessen the result of injury to am- 
bulatory patients. Efficiency in one 
aspect of hospital operation pays 
dividends in many others. 

Unsafe working habits are usually 
the result either of ignorance .in 
how to do the job or unwillingness 
to do it as it should be done. Job 
training, with emphasis on the safe- 
ty aspect, is one way to remedy the 
first condition. Proper motivation 
can be helpful with the second. 

Safety training is not a different 
thing from job training; it is part of 
job training. Job training can be 
elaborated into a program; on the 
other hand it can be just showing 
people how to do the work, which 


may be elementary, but none’ helegy_ 
important. 

By stressing these two asp -cts jn 
the safety program, the er zineer 
can probably derive the best re. 
sults. 


Other Phases 


The other two phases of | »spital 
security, that is, watchman  ervice 
and parking and traffic cont 1, are 
such that no general rule c° pro- 
gram can be established for +I] ip- 
stitutions. Many hospitals h:ve no 
watchman service or no traff > con- 
trol or parking problems. ‘1 the 
medium-sized hospitals, if ~vatch- 
man service is required, the boiler 
men will in all probability make 
routine rounds periodically curing 
the night, indicating on a check slip 
the time that their rounds were 
made and noting anything irregular, 
In the larger hospitals, fu!!-time 
watchmen may be employed who 
will punch the clocks in the various 
areas of the building regularly dur- 
ing the evening and night hours. 

Because of the nature of the 
problem, each hospital must set up 
its own watchman service and 
traffic and parking control to meet 
their own particular needs. 

In summary, what is security? We 
believe that this entails security of 
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Fig. 4. Extinguisher Identification 
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The double check indicates the ideal extinguisher for that 


type of fire. 


The single check indicates that tyne of .extinguisher could 


be used. 


The X means that type of extinguisher should not be used on 
the class fire as shown on the chart. 
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| When a nursing home or hospi- 
§ tal abides by all the fire safety 
regulations as recommended by 
the National Fire Protection As- 
sociation and when personnel 
have been adequately trained 
in the removing and evacuation 
of patients, and in the fighting 
of fires, lives and property can 

be saved. 


all space’. Confusion and 
haos resul'cd when firemen 
ond equipmeat had to go up the 
stairs at the same time the 
sleepy, dazed occupants were 
being evacuated. 


Fire Safety in the Nursing Home 


A Place for Old Folks to Live 


Ingredients for Disaster 


The first part of this article ap- 
peared in the January issue of 
HOSPITAL MANAGEMENT. 


Automatic Sprinklers 


# As mentioned in Part I, the 
NFPA Building Exits Code rec- 
ommends sprinklers in all nursing 
homes. It requires them in existing 
nursing homes if patients are to be 
housed above the first story of a 
combustible building, or above the 
second story of buildings for 
at least one-hour but less than two- 
hour construction. Sprinkler re- 
quirements for new nursing homes 
are much more stringent. For ex- 
ample, sprinklers are required in 
a cne-story building of protected 
Mr. Babcock is manager, Fire Record 
Department of the National Fire Protection 
Ass~ciation. 
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by Chester I. Babcock 
Part Il 


ordinary construction. Buildings of 
less fire resistance are not permitted, 
sprinklered or otherwise. 
Automatic sprinklers, properly in- 
stalled and maintained, are the 
most effective of any of the various 
safeguards against loss of life by 
fire. That statement is substan- 
tiated by the nursing home fire rec- 
ord which shows that there has 
never been a fatality in a com- 
pletely sprinklered nursing home. 
In answer to any objection that 
is sometimes conjured up by those 
opposing sprinkler protection, there 
is not one instance in our files of 
over 100,000 sprinklered fires where 
sprinkler discharge has in any way 
contributed to panic, caused an oc- 


cupant to come down with pneu- 
monia, or caused any other dis- 
comfort not commonly associated 
with taking a bath. For every 
nursing home fire fatality in an un- 
sprinklered building, there are 
hundreds of examples of inmates 
who are alive today because of 
sprinklers. 

Several references have already 
been made to the absence of sprink- 
ler protection as an important rea- 
son for these fatal nursing home 
fires. Would the 20 deaths have oc- 
curred at Hillsboro, Missouri, had 
the linen room where the fire 
started been sprinklered? What 
would the outcome have been in 
the Hartford fire had _ sprinklers 
been installed in the office above 
the Christmas tree? 

Photo 7 shows the remains of a 
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convalescent home near Amarillo, 
Texas, after it was destroyed by 
fire in 1950. Ten bedridden patients 
died when fire that originated in 
the heater room flashed through 
heating ducts and burst into all 
rooms simultaneously. Better exits 
would not have helped these peo- 
ple, but a sprinkler system would. 

Accidental ignition of a window 
curtain by an elderly occupant was 
the cause of fire that took the lives 
of six men at a Billings, Montana, 
nursing home (photo 8) in 1953. 
Based on the life safety record of 
sprinklers, it is safe to say that 
these men would have not died had 
the home been sprinklered. 

At Puxico, Missouri, (photo 9) in 
July, 1956, 10 aged patients, the 
home operator and a small boy lost 
their lives in fire that broke out 
during the night while everyone 
was asleep in the second story and 
attic of the unsprinklered wooden 
building. The fire started in an 
upholstered couch in the first story 
living room, spread along the com- 
bustible fibreboard wall and ceil- 
ing finish and up an open stairway. 
When discovered by an outsider, 
the fire had made so much headway 
that it was impossible to rescue the 
operator. Would these people have 
died had the building been sprink- 
lered? 


Automatic Fire Alarms 


In certain existing buildings, the 
Building Exits Code permits the 
installation of an automatic fire 
detection system in lieu of sprink- 
lers. No one on the committee that 
drafted the Code is under the illu- 
sion that an automatic device hat 
discovers a fire provides as high 
a degree of life safety as a device 
that discovers a fire and then puts 
it out. But the committee undoubt- 
edly did foresee that installation of 
a sprinkler system would place an 
unbearable financial burden on 
some operators of existing small 
homes and consequently permitted 
the installation of an automatic fire 
alarm system instead of sprinklers. 
In such cases, the reduction in de- 
gree of safety afforded patients was 
offset by limiting patients to the 
first floor in existing combustible 
buildings and to the first two floors 
of existing buildings of at least 
one-hour but less than two-hour 
construction. This compromise, to 
satisfy the objection to sprinklers 
by the small operators on the 
grounds of expense, does not vio- 
late either of the basic principles. 
It recognizes the necessity of the 
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continued operation of the small 
nursing homes and at the same time 
provides the needed protection of 
the aged against exploitation. 

Under no condition does the Code 
permit the substitution of an auto- 
matic fire detection system for 
sprinklers in new nursing homes. 

Fourteen occupants of a nursing 
home lost their lives in a fire at 
Garfield Heights, Ohio, (photo 10) 
in 1946. Looking at this building 
from the outside and noting that 
it was only one story high and had 
several wide exits, one might be 
excused for thinking that the oc- 
cupants had nothing to fear from 
fire. A look inside, however, and 
the picture would change, since the 
large undivided attic, the highly 
combustible interior finish and the 
absence of automatic protection 
would suggest several ways in 
which fire could endanger the oc- 
cupants. This tragic fire started in 
the attic and since there was no 
automatic means provided for dis- 
covering fire, it developed unbe- 
known to the occupants until it 
burst through the ceiling and 
flashed over the combustible in- 
terior. 

Thirty-two aged occupants and 
an attendant lost their lives when 
fire destroyed a one-story wooden 
nursing home near Largo, Florida, 
(photo 11) in 1953. Various fire 
safety weaknesses were responsible 
for this terrible loss of life, includ- 
ing highly combustible interior fin- 
ish. No attendant was awake and 
on duty to discover the fire when 
it was still small, and since there 
was no automatic fire detection sys- 
tem, the fire burned undetected un- 
til discovered by an elderly occu- 
pant at 3:15 a.m. Lights had already 
been put out of order by the fire 
and smoke was rapidly filling the 
building. After wasting a few val- 
uable minutes discharging fire ex- 
tinguishers in the general direction 
of flames in the kitchen, the owners 
rushed through the building open- 
ing doors and shouting to patients 
to get out. But the occupants were 
typical of those in nursing homes— 
old, feeble and, in some instances, 
without their full mental faculties. 
On being awakened from a sound 
sleep, they reacted in a stunned and 
uncomprehending manner and, in- 
stead of proceeding into the smoke- 
filled corridor or climbing out of 
a window, they stayed in their beds. 
A few bedridden patients were 
carried out but very little assistance 
could be offered the others before 
wind-swept flames raced through 
the highly combustible building. 
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Fire spread through 
sprinklers. 


Window curtain accid 
sprinklers. 


Combustible construction 
ings; open stairway;, 
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Attic fire; combustible 4 
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Segregation of Hazardous Areas 


Fire experience has shown that 
certain areas of buildings, such as 
furnace rooms, carpenter shops, and 
paint shops, are particularly suscep- 
tible to fire and it is for this rea- 
son that the Building Exits Code 
requires segregation of boiler and 
heater rooms by construction of at 
least one-hour’ resistance and 
makes the same requirement for 
repair shops and other hazardous 
areas if they are not protected by 
automatic sprinklers. In existing 
buildings, an automatic fire detec- 
tion system may be provided in 
lieu of sprinklers. 

The five deaths that occurred at 
the nursing home at Nicollette, 
West Virginia (photo 12) in 1950 
would not have occurred had areas 
known to be fire breeders been cut 
off. This fire started near the fur- 
nace in the basement when heat 
from the furnace and flue pipe ig- 
nited the combustible walls and 
ceiling. Flames. spread laterally 
through the unsprinklered base- 
ment and up an open stairway be- 
fore the home superintendent and 
his wife were awakened by smoke 
at 2:20 am. The 34 who escaped 
made their ways to safety down 
outside metal stairways or were 
rescued over ladders. 

One section of the Code requires 
firestopping of walls, partitions and 
all other concealed openings be- 
tween the basement and first floor 
of existing nursing homes. Why? 
Fire in a San Francisco nursing 
home (photo page 47) in 1952 will 
answer the question. This home had 
to be evacuated shortly after mid- 
night because fire that flared up 
from a pool of oil near the oil burn- 
er in the boiler room, entered non- 
firestopped concealed wall spaces 
and spread vertically within walls 
of the five-story building. Although 
sprinklers operated to give the 
alarm and extinguish the fire in 
the boiler room, they had no effect 
on flames that had entered un- 
sprinklered wall spaces. Had the 
relatively simple and inexpensive 
procedure been followed of fire- 
stopping the walls at the basement 
ceiling, or if the boiler room had 
been cut off from the rest of the 
building by construction of one- 
hour fire resistance, the fire would 
have been confined and extin- 
guished in the boiler room. 

At Hoquiam, Washington, fire 
that originated in a laundry room 
spread up an open laundry chute 
to the second story hallway. Twen- 
ty-one aged men and women were 


trapped and lost their lives. This 
fire is ample justification for an- 
other provision in the Building 
Exits Code relating to segregation 
of hazards, namely, that vertical 
openings, such as laundry chutes, 
must be totally enclosed or sprink- 
lered. 


Attendants 


The Building Exits Code requires 
one competent and trained at- 
tendant on duty and one stand-by 
in every nursing home. In a fire 
emergency two attendants would 
not be sufficient to evacuate 25 el- 
derly persons during the first few 
minutes and we would much pre- 
fer to see 10 or 12 competent and 
well-trained people on duty. Such 
a requirement, if enforced, would 
immediately force nursing homes by 
the thousands to close up—a situa- 
tion which cannot be allowed to 
develop. So the alternative phi- 
losophy, which must have guided 
the drafters of the nursing home 
sections of the Building Exits Code, 
is to proceed from the standpoint 
that the safety of the occupants of 
nursing homes must depend pri- 
marily on prompt discovery and 
control of fire rather than prompt 
evacuation. Of far greater im- 
portance than the number of at- 
tendants present is their competence 
and training.* 

In 1954, seven of ten patients in 
a nursing home near Kincaid, Kan- 
sas, (photo 14) lost their lives. The 
owner and his wife were away at 
the time and had left the home in 
the care of three attendants, none 
of whom had been instructed in 
what to do in case of fire. One of 
the three had been on the job only 
a day and another only a week. No 
one was required to stay awake 
and on duty during the night. The 
fire started in the first floor recrea- 
tion room and was not discovered 
until an attendant on the second 
floor was awakened by smoke. 
There was still time to get people 
out through an emergency exit from 
the second story, but apparently 
none of the attendants made any 
attempt to do this, and without 
someone to guide them, the old 
people, although all were able to 
walk did exactly as their counter- 
parts at Largo, Florida—stayed in 
their beds. 


Please turn to page 89 


*See pages 52, 53, 54, January, 1958, 
issue of HOSPITAL MANAGEMENT for 
suggestions and helps in training personnel 
to fight fire and remove patients. 
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Historical 


and Legal 
Aspects of 
Blood Transfusions 


by James Champer 


Administrative Resident 
Louis A. Weiss Memorial Hospital 
Chicago, Illinois 


® IN THE YEARS TO COME, we will be 
beset by many problems. Some of us 
will have to face the problem of the 
fatal or injurious blood transfusion. 
Usually the administrator’s only 
contact with the transfusions per- 
formed in his hospital is the obser- 
vation of a significant debit on the 
patient’s bill. Sometimes, however, 
this routine procedure boomerangs 
and blossoms into a full-scale night- 
mare. Therefore, I would like to 
present a short history of blood 
transfusions, kinds of transfusion 
reactions and the risks that are or 
are not assumed by the hospital and 
the patient when a transfusion is 
given. 


History 


The transfusion of blood into the 
human body is not new. Since his- 
tory’s first records, man has known 
that blood in his body was essential 
to life. It was a frequent occurrence 
around 200 B.C. for soldiers to drink 
the blood of their defeated rival, 
believing that it gave them a su- 
perior vitality. In the Middle Ages, 
it was believed that it gave them “a 
therapeutic measure to restore 
health.” The most famous story of 
early attempts concerns Pope Inno- 
cent VIII. The popular version has it 
that blood donated by three students 
was introduced into the pontiff’s 
veins through a hollow quill—this 
resulted in death for the patient and 
the three donors. The fatalities 
would have numbered five but the 
physician had a fast horse waiting 
outside. 

The first well-documented trans- 














fusion to man was in 1667." In this 
case the blood of a lamb was t»ans- 
fused into a young boy who had 
some obscure fever. The boy ‘ived 
and showed remarkable improve- 
ment. The thought at this time was 
to inject the blood of animals: into 
man and not human blood. 

The operation was performec only 
rarely for the next 150 years. | 2ath 
was the usual outcome. About 818, 
an English obstetrician revive: the 
procedure and urged its us: in 
treatment of the acute hemorr' ages 
which are encountered after ¢ iild- 
birth. He also insisted that h: man 
blood be used instead of ai.imal 
blood. The writings of this man 
probably introduced the subject to 
the American profession.’ 

By 1875, only 347 transfu.ions 
were reported in the literature of 
the world. This was a period of 208 
years since that first transfusion into 
the young boy of the lamb’s biood. 
The procedure was being used only 
in surgery. There was no effective 
way of preventing blood clotting and 
the mortality was about 40 percent. 

In 1900, Landsteiner announced 
his discovery of three different 
blood groups. The fourth was added 
two years later. The four groups 
were the same as we know them 
today, Groups A, B, AB and O. It 
was found that the mixing of these 
blood groups was the major cause 
of the fatal transfusion reactions. 

Landsteiner’s discovery greatly 
stimulated the interest in blood 
transfusions and in 1914 the discov- 
ery of sodium citrate as a suitable 
anti-coagulant led to the “delayed” 
transfusion and the installation of 
blood banks. The first blood bank in 
the United States was organized in 
1936 at Cook Country Hospita! in 
Chicago, Illinois. 


Types of Reactions 


It is not always appreciated ‘hat 
every blood transfusion carries ith 
it a risk to the life of the recipi>nt. 
It is also unfortunate that m:ny 
able clinicians are content to cal! all 
abnormal manifestations which c- 
cur in patients receiving blood as 
“transfusion reactions.” For «ur 
purpose we will limit our interes’ to 
the conditions caused by the tra s- 
fusion of blood. We all know or h. ve 
heard that a blood typing proced: ve 
and a cross match is performed *o 
eliminate any transfusion reactic: s. 
If this is so, why do we have 4s 
many transfusion reactions as \/e 
do? 

There are a total of nine trans/.:- 


Please turn to page 136 
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§ THE FIRST QUESTION which occurs 
to a hospital administrator regard- 
ing possible library service is why 
have a library service for patients 
and staff? One answer to the “why” 
of a patients’ library is that reading 
and hospitalization are natural as- 
sociates. Many people who are not 
normally “readers” become “read- 
ers” during a period of hospitaliza- 
tion largely because reading is one 
of the few activities possible with- 
out regard to category of illness 
or le:gth of hospital stay. 

Recent studies of hospitals of 500 
beds and over show that all had 
medical libraries and between 77 
percet and 85 percent had patients’ 
librar es.1:2 Library services in hos- 
pitals of this size, therefore, appear 
to be well established as accepted 
units in the hospital. 

Cor.cerning the need for a medi- 
cal | orary in the hospital, most 
admi: istrators would agree that the 
educe ‘ional and research programs 
for tne entire staff must be based 
on the resources of a good library 
service. The necessary effort and 
experse is justified by the resulting 
better patient care.® 

This article has been prepared for 
those administrators who are con- 
sidering instituting library service 
or bringing it up to an adequate 
level. Following is some basic in- 
formation regarding requirements 
for space, personnel, and material. 


library Space 


Assuming that the administrator 
wants to have a library service, he 
would next want to know how much 
space would be required. The fol- 
lowing criteria for the allocation of 
library space has been suggested 
for hospitals of the 500-bed general, 
medical, and surgical type. 


LIBRARY SERVICE 





Unit Square Feet 
Patients’ library ........ 850 
Medical library .......... 740 
SE eee Tae 185 
IN ico ca wal keg ge 250 
a AM eens 2,025 


Space within the patients’ and 
medical library should be viewed 
from two standpoints, space for 
books and space for readers. In de- 
termining the amount of space re- 
quired for each of these require- 
ments, there are some _ standard 
guidelines which may be applied. 
Mr. Sartland is chief, Library Division, Spe- 


cial Services, Public Health Service, Wash- 
ingten 25, D. C. 
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The How and Why 


Hospital Library Service 


by Henry J. Gartland 


As a management guide, the Ameri- 
can Hospital Association has re- 
printed the Objective and Stand- 
ards for Hospital Libraries.* These 
standards as they pertain to the pa- 
tients’ library collection are as fol- 
lows: 


No. of hospital 
beds serviced 


Minimum No. of 
books per patient 





LOTS U Urea trae elec ory ear 8 
ear is oa L 5). Biss aleve 7 
ROO Yass detach ol SIake: «eveietee ees 6 
OU isin -satotatateiein a sibs ie 5 
PEO TOON «. Sereiets daiehsi ciate Sere 4 


The standards also note that spe- 
cial hospitals, such as orthopedic, 
children’s, 200- to 400-bed mental 
and the like, will need at least 25 
percent more volumes; tuberculosis 
sanatoria at least 50 percent more; 
and the 1,000-bed mental hospital 
will usually need fewer volumes 
than noted in the above scale. The 
amount of space required for book 
stacks is related to the size of the 
collection and to the type of library 
stack utilized. In the patients’ li- 
brary, stacks five shelves high are 
desirable for maximum use by pa- 
tients with disabilities. Standards 
relating to medical libraries are not 
based upon number of volumes but, 
generally, “upon the needs of the 
hospital.” 

The following data is basic in 
computing book stack space re- 
quirements: 


1. Book stacks are normally in 
three foot length sections with 
varying numbers of shelves in 
height. The shelf width for a 
fiction book is eight inches and 
the width for medical titles is 
eight inches to 10 inches. 

2. Fiction books are shelved at 
eight volumes per foot, medi- 
cal books and bound journals 
at five volumes per foot. 

3. Shelving six feet 10 inches 
high (seven shelves) will hold 








Part I 


approximately 50 volumes per 
linear foot; shelving five feet 
six inches high (five shelves) 
about 35 volumes; 42 inches 
(three shelf, counter height), 
20 volumes. 
4. A standard method for figur- 
ing volume capacity is to use 
15 volumes per square foot of 
floor space.® 
5. Fiction volumes are stacked 
at 120 volumes per three foot, 
five-shelf range, medical vol- 
umes at 105 volumes and 
bound journals at 105 volumes. 
Applying the above data to a hos- 
pital of 500 beds and utilizing the 
minimum volume requirements, the 
stack space required in the patients’ 
library would be as follows: 


No. of beds serviced ...... 500 
No. of volumes recom- 
WMGHOOWT 5 oo) cora no n.ciaracoie ck {3 


Total volumes in collection 3,500 


Linear feet of seven-shelf-high 
stack space: 
3,500 volumes + 35 = 100 
linear feet 
Number of three-foot sections 
with seven shelves: 
3,500 volumes + 120 = 29 


sections 
Number of square feet for stack 
space: 
3,500 volumes + 15 = 233 sq. 
ft. 


Space for readers is determined in 
relation to the function of the li- 
brary. Management establishes the 
objectives of the library service and 
the space to be made available is 
considered to be that necessary to 
obtain the objectives. Many factors 
enter into determinations regarding 
space for libraries. For patients’ li- 
brary service such elements include 
the percentage of ambulant patients, 
the age of patients, length of stay, 
and types and kinds of programs to 
be carried on in the library. A state- 
Please turn to page 99 
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S IN THIs DAY of increased acci- 
dents we, as hospital administrators, 
must be alert to ways of meeting 
the cost of services rendered to ac- 
cident victims. It is true that in- 
surance plays a large part in the 
pattern of compensation to many 
injured persons, but this does not 
necessarily mean the hospital will 
receive pay for services rendered. 
Many reliable insurance companies 
are helpful by permitting an as- 
signment of benefits to the hospital 
for cost of services rendered, but 
it must be remembered the general 
agreement for settlement is between 
the insurance company and the in- 
jured person. The hospital becomes 
the third party which is often 
omitted in agreements and settle- 
ments involving accident cases. 

A Hospital Lien Law appears on 
the statute in more than half of the 
states in the union. Such ‘a law 
serves as a hospital collecting tool 
and helps to reduce the accounts 
receivable under certain conditions. 


What Is a Lien Law? 


In the hospital field, a statutory 
lien is an obligation imposed by 
law upon the party responsible for 
the injuries, or his insurance car- 
rier, to pay money to the hospital 
out of the fund due the patient in 
settlement or by judgment. 

The purpose of a lien is to give 
the hospital a legal device through 
which it may process and collect 
certain of its accounts receivable 
under certain conditions—the con- 
ditions being to place a lien against 
compensation paid or to be paid to 


Mrs. Radin is assistant director, Shriners 
Hospital for Crippled Children, Lexington, 
Kentucky. 
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an injured patient by the party held 
liable for the accident which re- 
sulted in hospitalization. 


What Good Is a Lien Law? 


This depends upon the way the 
law is drafted and the administra- 
tive “know-how” to take advantage 
of this legal device. 

A study of the lien dockets in 
Dade County, Florida, indicated the 
following results from five and one 
half years of an effective lien law. 


Liens filed 
Amount of 
liens filed . 
Liens filed and 
now satisfied .. 688 
Amount of 

liens satisfied ...... 


. .. «- $ 820,298.00 


349,295.00 


Nine hospitals took part in the 
filing of liens but not all of them 
appeared to take full advantage 
of the lien law. The largest ac- 
count to be satisfied according 
to the records was one in the 
amount of $9,989.35 and the smallest 
was for about $10.00. 

The number and amount of liens 
filed in Dade County during the past 
two years has increased rapidly. A 
large percentage of the liens take 
from one to two years before being 
satisfied. The lien records indicated 
more liens for larger amounts dur- 
ing the year 1956 than any one pre- 
vious year. A study of the records 
annually would give interesting 
statistics. 


How Does One Put it into Effect? 
To protect a lien the procedure 


details as set up by the law must 
be strictly complied with to insure 


Lien Law 


by Garnett L. Radin 


the enforceability of the lien. Each 
state law may differ somewhat in 
procedure methods; however, most 
state laws are similar and include 
the following main points: 
1. Filing the claim of lien; 
2. Filing an amended or cor- 
rected lien when necessary; 
3. Submitting in writing a satis- 
factory statement to the Clerk 
of Court when lien is settled 
or a release of claim is indi- 
cated; 
. Filing suit when necessary to 
force payment of lien. 


Who Goes Down and Files a Lien? 


The law will make this point 
clear. The executive officer or ap- 
pointed agent of the hospital has 
this responsibility. The comptroller 
may serve as the agent. The 
authorized officer signs the lien 
claim form and may go personally 
to file it or he may mail it to the 
proper person and place for record- 
ing. This will depend on arrange- 
ments made between the two parties 
concerned. 


When and Where Should 
This Be Done? 


Again, we find the procedure 
outlined in the statute. The most 
popular trend seems to be to file 
a claim of lien before or within 
five or ten days after the patient is 
discharged. The earlier a claim is 
filed the better are the chances for 
a lien. Keep in mind that insurance 
companies are working for an carly 
settlement which, if made before 
a lien is filed, will render the lien 
ineffective. As soon as the need for 


Please turn to page 77 
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the Massachusetts case’ and 34 years 
later, in 1910, a Maine court con- 
fidently announced that no princi- 
ple of law seems better established 
than that which declares that a 
purely charitable institution can- 
not be made liable in damages for 
the negligent acts of its employees. 
This view certainly represented the 
vast weight of authority of the 
courts of the various jurisdictions 
at that time. We have moved a long 
way away from the direction of 
that thinking in the last 47 years 
with perhaps the greatest changes 
having been made in the post World 
War II period. 

By 1951 we find in the Delaware 
case’ the court saying that the trend 
of the decisions today is in favor 
of imposing full liability upon chari- 
table corporations for the torts of 
their agents and employees. As a 
matter of fact, in 1947 an Illinois 
court ruled* that where insurance 
exists and provides a fund from 
which tort liability may be col- 
lected so as not to impair the trust 
fund, the defense of immunity is 
not available and in 1950‘ Illinois 
afirmed this ruling and reaffirmed 
it again in 1953.° 

In 1951 the Iowa high court re- 
versed its old doctrine of immunity’ 
and ruled that charitable corpora- 
tions should be liable for the negli- 
gence of their employees the same 
as private individuals, business cor- 
porations and others. In the same 
year for the same reason the state 
of Arizona’ did likewise as did 
Mississippi.” In 1953 the state of 
Washington’ removed the immunity 
and conferred liability on charitable 
hospitals. 

In 1954 the Supreme Court of 
Kansas in Noel v. The Menninger 
Foundation in repudiating the doc- 
trine of immunity of charitable 
corporations for tortious acts of 
their employees said, “It would 
seem that the policy of the law 
would require individuals to be 
just before being generous, and the 
same rule should be applicable to 
charitable organizations.” 


Ohio Decision 


Recently the Ohio high court,*® 
changed its rule to one of complete 
liability for charitable hospitals 
saying that the determination of 
such a question involved the bal- 
ancing of two “rights,” on the one 
hand the well recognized right of 
non-profit hospitals to any benefit 
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and assistance which society and 
the law. can justly allow them and, 
on the other hand, the right of an 
individual to recover for injuries 
sustained as a result of the negli- 
gence of another. “The court’s im- 
munity rule is out of step with the 
general trend of legislative and ju- 
dicial policy, the trust fund argu- 
ment is no longer a valid one, hos- 
pitals should carry insurance for 
protection,’ said the court. As a 
matter of fact, Ohio first established 
the full immunity rule in 1911, and 
in 1922 it made its first exception 
where a_ charitable corporation 
failed to exercise due care in se- 
lection of an employee. In 1930 it 
further deviated from immunity 
rule by allowing third parties but 
not beneficiaries to recover against 
charities—now it is to full liability. 

The State of New York, which 
in 1914 established its rule of non- 
liability for professional acts and 
liability for administrative acts, has 
in very important recent cases 
shown a tendency to move away 
from its present ruling and to join 
the ranks of those which have com- 
plete liability for all negligent acts 
in hospitals. The courts appear to 
have bent over backwards in 1954 
to judge an act as administrative 
rather than medical allowing a 
plaintiff to recover against a hos- 
pital and in 1956" it narrowed pro- 
fessional acts to those performed by 
doctors and nurses only.{ 

Despite the growing trend, how- 
ever, some states continue to adhere 
strictly to the doctrine of immunity, 
like Pennsylvania which in 1951” 
reaffirmed its rule, as did Texas” 
and Kentucky “ which in 1954 said 
in effect that they felt that the im- 
munity theory was sound and that 
any change should come from the 
legislature, not the courts. 

From all of this we can conclude 
that one thing certainly is true and 
that is that once a state allows an 
exception to creep into its strict im- 
munity rule, the rule is generally 
doomed. 


Vanishing Immunity 


In a recent article by Mr. Christie 
F. McCormick, an attorney and 
claims examiner for the Travelers 
Insurance Company of Hartford, 
Connecticut,* he stated that there 
are five outstanding cases in Iowa, 
Arizona, Washington, Kansas and 
Vermont all of which present very 
comprehensive discussions and de- 


{See decision in Bing v. St. John’s 
Episcopal Hospital, Hospital Man- 
agement, August, 1957, page 70. 


cisions on the subject of immunity 
and he concludes that upon read- 
ing these decisions one can hardly 
escape the feeling that almost any 
court in the country is likely, at 
any time under a proper set of 
facts, to reverse itself if it has been 
adhering to the immunity doctrine. 

I would like to mention at this 
point that in New Jersey, which 
is a partial liability state, in 1955 
there was introduced into the legis- 
lature a bill which would limit a re- 
covery against a charitable institu- 
tion to $10,000. So far as I know, 
this bill was buried in a committee 
where it died. If this had passed, it 
would seem to me that it might 
be an equitable solution to the tre- 
mendous problem of insurance cov- 
erage which most of us as hospital 
administrators face today. This was 
a suggestion made a few years ago 
by Dr. Charles Letourneau**in one 
of his numerous presentations on 
legal aspects of hospital administra- 
tion. 


Blood Transfusions 


In the last few years, there have 
been a series of cases reported in 
the journals and reports involving 
blood transfusions and blood typing 
which seem perhaps to indicate a 
trend in the legal responsibilities 
for accidents which occur in carry- 
ing out these procedures. In a re- 
cent article which appeared in the 
Journal of the American Medical 
Association,} it was pointed out that 
although blood transfusions are 
considered to be relatively minor 
procedures, they are nevertheless 
responsible for a significant number 
of medical accidents each year 
throughout the United States. It 
stated further that the mortality 
from blood and plasma transfusions 
is about one in 1,000 to 3,000 trans- 
fusions which, incidentally, makes it 
rank with the mortality for ap- 
pendicitis or from anesthesia. There 
are several decisions involving 
blood transfusion cases, all of which 
seem to hold hospitals more and 
more liable for injuries which re- 
sult from them. 

New York courts have held that 
the giving of a blood transfusion 
is clearly a medical act for which 
the hospital is not normally liable 


*Federation of Insurance Counsel 
Quarterly, July 1955. 

**Editorial Director, Hospital Man- 
agement. 

+Blood Tranfusions-Medicolegal 
Responsibilities, J.A.M.A., January 
26, 1957. 
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under their present doctrine of li- 
ability for non-professional acts, but 
they apply an exception to this 
rule” by saying that the giving of 
a transfusion to the wrong patient 
is really an act of administrative or 
non-professional negligence, hence 
the hospital is liable.{ 

In stating previously that New 
York seems to be whittling away 
at the remainder of its immunity 
rule, I cited the celebrated Berg 
case. This case involved a blood 
typing incident where the labora- 
tory technician made a mistake. 
The action resulted in a_ver- 
dict against the hospital on the 
theory that although the blood 
typing was a medical or profession- 
al act, it was performed by a negli- 
gent technician who was “no prac- 
titioner of the learned profession” 
and therefore the hospital, his em- 
ployer, was liable for the act of the 
technician-employee under the old 
common law rule of “respondeat 
superior.” 

I have already cited the case of 
Mississippi Baptist Hospital  v. 
Holmes which upset the immunity 
rule for the state of Mississippi. This 
case involved a blood transfusion 
where a technician was ordered to 
draw blood samples from two 
patients in nearby rooms which he 
did and although he accurately 
typed the blood, he mislabeled the 
bottles which resulted in trans- 
fusing one of the patients with the 
wrong blood. Here again the hos- 
pital was held liable in damages 
to the patient for the negligent act 
of the technician. These cases are 
all clear cut ones of negligence in 
which the courts have not only held 
the negligent parties liable but the 
hospital as well. I am sure these 
cases have already set a pattern. 


Medical Staff 


It would seem that no discussion 
of the legal aspects of hospital ad- 
ministration could be considered as 
complete without some mention of 
the Iowa caset and its implications. 
It was a case which all of us fol- 
lowed with a great deal of interest. 
My own personal feeling is that 
from the ruling of the Iowa case we 
really have not seen anything that 
might be called a trend and frank- 
ly I think it is fortunate for us in 
hospitals that this is so. Actually, 
under the circumstances, a trend 


[Please see editorial note on page 
53. 


tHospital Management, Jan. 1956, p. 
59. 
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upon this ruling would be difficult 
to establish because the medical 
practice acts in all the states vary 
so much that in interpreting them 
the result in each case would have 
to be based on a particular state’s 
medical practice act and since they 
are at such variance the results 
could hardly be classified with any 
degree of accuracy. The fact that 
seven states attorney generals have 
ruled adversely* to hospitals and 
four have ruled favorably” can 
hardly be considered a trend. The 
one trend which the Iowa case 
seems to have started is the desire 
on the part of the specialist groups 
and hospital groups to want to sit 
down and iron out their differences 
over the conference table. We have 
had two examples of this in 
the State of Washington in the 
Mousel case and the Renton Hos- 
pital case, one in Ohio in the 
Hopkins case and in Virginia in the 
attempt of the Hospital Associa- 
tion’s committees and committees of 
medical specialist groups to solve 
their problems’ without resort- 
ing to the courts. Their mo- 





“Nurse!” 


tivation for doing this, obviously, is 
to prevent the problems from be- 
coming public issues. This, I am 
sure we have learned from the 
Iowa case, is a typical example of 
learning the hard way. 

I would like to spend the next few 
minutes discussing the legal as- 
pects of medical staff appointments 
in voluntary hospitals today and to 
mention something about a case de- 
cided in Mississippi in 1956 which, 
while it cannot be said to be an in- 
dication of a trend, is worth dis- 
cussing because of its implications. 
Most of us are aware of the fact 
that there has been an increasing 
amount of activity in the courts with 


respect to testing the right of phy- 
sicians to be appointed to or tc re- 
main as members of the meiical 
staff of voluntary and public hos- 
pitals. It certainly can be saic that 
as of today the overwhel:ning 
weight of authority in the United 
States is to the effect that apy int- 
ment to the medical staff of = vol- 
untary hospital is a “priv: ege” 
which never ripens into a “r.zht.” 
This Mississippi case” introduced a 
new wrinkle into the pro lem, 
While the hospital was a p: vate 
non-profit corporation in whic! un- 
der ordinary circumstances the 2ov- 
erning body by law was respoi-sible 
for appointing the medical staff 
without review by a court or other 
governmental agency, the fact that 
it was established pursuant to an 
agreement with the Mississippi 
Commission on Hospital Care, a 
state agency, which agreement pro- 
vided that the hospital be operated 
on an “open staff’ plan and that 
10 percent of the beds be available 
to medically indigent patients and 
because the state had provided a 
substantial amount of money to- 
ward the cost of construction, the 
court held that the state had a right 
through its commission to provide 
for specific terms in connection 
with its grant with which the pri- 
vate corporation receiving the grant 
had to comply. In this case the 
terms provided that all practicing 
physicians and surgeons in the area 
will be allowed “access to the hos- 
pital and use of the premises sub- 
ject to the rules and regulations 
adopted by the hospital directors or 
trustees.” The court said “the 
weight of authority throughout the 
United States is that the selection 
of the staff of public hospitals is 
subject to review by a court of 
competent jurisdiction, and although 
the Foundation is a private corpo- 
ration and thus ordinarily would 
have the right to exclude a phy- 
sician from the use of its facil'ties 
within the discretion of the govern- 
ing Board, this right is modifiec by 
statute and by its contract.” [he 
Court reinstated a doctor who ad 
been dropped for reasons o*her 
than professional or ethical. 


There have been several oer 
cases most of which involved p ib- 
lic hospitals which were held tc “e- 
quire the admission of all qual: ed 
physicians to their staffs. In c-n- 
sidering this Mississippi case, -ne 
is apt to feel some conc :m 
about the future of voluni ry 
hospital staff appointments w..en 


Please turn to page 84 
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MacEachern Competition 


by Penyse Foley 


s EACH YEAR HOSPITAL MANAGEMENT 
holds its annual Malcolm T. Mac- 
Eachern Competition. It is in hon- 
or ard memory of the late Doctor 
MacEachern who did so much to 
help ring the hospitals and hospi- 
tal fiid out of the dark ages into 
the modern present-day light. These 
comp titions include: 

1) Public Relations Program 

scrap Book 

2) Annual Report 

3) dospital Bulletin 

The deadline this year is July 1. 
All entries received after this date 
will zutomatically be entered in the 
1959 competition. The address to 
whicl: you should mail your entries 
is: 


HOSPITAL MANAGEMENT 
105 W. Adams Street 
Chicago 3, Illinois 


Each entry will be acknowledged 
and only the Public Relations en- 
tries will be returned. 

The winners in each category, 
there are nine first place, will re- 
ceive bronze plaques. We also give 
award plaques to the winners of 
honorable mention, which may vary 
from one to five in each category. 
These will be awarded at our an- 
nual “Breakfast of Presidents,” 
which is held during the American 
Hospital Association Convention in 
August. The winners will be no- 
tified as soon as possible before the 
convention. 

As in past years, the judges will 
be well-qualified people from the 
hospital and public relations fields. 

The categories in each competi- 
tion will be (1) 200 beds and un- 
der; (2) 201 to 400 beds and (3) 
over 401 beds. Therefore, no mat- 
ter how small or large your hospi- 
tal, you will each have an equal 
chance to win. 


Preparation of the Entry 

The person to prepare your en- 
try should be the public relations 
director, helped by his staff. If the 


hospital does not employ such a 
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person, then the logical one is the 
administrator or anyone who, in his 
estimation, is capable of doing a 
quality job. In any case when send- 
ing in your entry, please let us 
know who is responsible so that we 
can acknowledge the receipt of en- 
try to the proper person or per- 
sons. 

If you are entering more than 
one competition, please be sure each 
entry is clearly marked as_ to 
address and name of hospital. This 
is very important, because every 
state has any number of hospitals 
with the same name. 


Annual Report Competition 


The annual report entry should 
be the last annual report issued 
since July 1, 1957. As in the other 
competitions the annual report will 
be judged on sincerity of purpose 
and quality of content rather than 
on elaborateness. If you prepare 
two reports, by that we mean one 
for your board members and one 
for general consumption, we would 
prefer that you entered the general 
report because our judges’ time is 
limited and they do not have the 
proper time to spend reading lengthy 
board reports. 

Originality is important, even in 
presenting facts and figures. Last 
year MacNeil Memorial Hospital, 
Berwyn, Illinois, used photographs 
of facial expressions of babies to 
illustrate humorously their report. 
This was very effective and won 
them a bronze plaque for their 
efforts. 

The report should be kept fairly 
short in content, otherwise the per- 
son reading it becomes so involved 
in figures and explanations that 
they aren’t quite sure just what 
point you are trying to get across. 
This is the one time that old saying 
does not hold true, “If you can’t 
convince ’em, confuse ’em.” After 
all, if the community doesn’t get 
the point they will be less likely to 
contribute to any of the fund drives 
held each year on behalf of the hos- 
pital. 


Hospital Bulletin Contest 


Three consecutive issues pub- 
lished after July 15, 1957, are eligi- 
ble to be submitted. With the bulle- 
tin entry we would like a letter ex- 
plaining to whom it is primarily di- 
rected—employees, the community, 
patients or special groups. If pub- 
lished for the hospital personnel, in- 
dicate whether copies are also sent 
to community leaders and organiza- 
tions, such as the local papers, ra- 
dio stations, civic leaders, and others. 

If you have more than one type 
of bulletin, you are free to enter 
any and all of them. You may have 
the type of bulletin, for example, 
that the Seaside Memorial Hospital, 
Long Beach, California, has which 
consists of one bulletin for the hos- 
pital, including employee news. By 
deleting a page or two the hospital 
uses the same bulletin for public 
or community mailings. 

The hospital bulletin competition 
will be judged on how well the bull- 
etin or house organ accomplishes 
the purpose for which it is used. 
Even tho the bulletin is only mime- 
ographed if it is creative it would 
undoubtedly beat the slickest and 
most professionally printed bulle- 
tin, if the latter lacks imagination 
and originality. 


Public Relations Program 


The material entered should pre- 
sent a complete record of the all 
over picture of the public relations 
department for one year. This does 
not simply mean the press coverage 
clippings from local papers, but a 
copy of every type of publica- 
tion which your public relations de- 
partment compiles for patients, 
community, trustees, press, radio, 
fund drives, churches and other 
civic organizations. 

The public relations entry should 
be clearly illustrated in your entry. 
Pictures showing events, celebra- 
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geon. The patient claimed that he 
objected to the intern doing any- 
thing with his leg; that he asked to 
have the resident physician do it. 
He offered to show that interns fre- 
quently reduced fractures, without 
consulting any resident or visiting 
surgeon. He also alleged that his 
fractured leg had been incompetent- 
ly treated by the intern. 

The court ruled that even if the 
patient could prove all these mat- 
ters, he was not entitled to dam- 
ages; that there were no funds 
which could be charged with any 
judgment he might recover; all 
were held subject to the trust of 
maintaining the hospital. If there 
had been no neglect by those ad- 
ministering the trust and controlling 
its management, and if due care has 
been used by them in the selection 
of their agents, the hospital cannot 
be made responsible even if injury 
has occurred by the negligence of 
such agents. The funds entrusted to 
it cannot be diminished by such 
casualties.” 

Another theory for exemption is 
that of “waiver”; that one accepting 
the bounty of a charitable institu- 
tion impliedly waives any claim 
against it for the negligence of its 
agents and servants. “One who ac- 
cepts the benefit either of a public 
or a private charity enters into a 
relation which exempts his bene- 
factor from liability for the negli- 
gence of his servants in adminis- 
tering the charity; at any rate if the 
benefactor has used due care in 
selecting these servants.’™ 

Respondeat superior is a -prin- 
ciple of law whereby the master is 
held answerable for the acts of his 
agent or servant. It is founded on 
the duty which rests on every man, 
in the management of his own 
affairs, whether by himself or by his 
agents or servants, so to conduct 
them as not to injure another; if he 
is careless, and another is thereby 
injured, he shall be responsible for 
the damage. The literal meaning is 
“let the superior respond.” 

Another theory for exemption is 
that it is against public policy to 
hold the charity liable for the neg- 
ligence of servants selected with 
due care. It is argued that since 
such hospitals perform a quasi- 
public function in ministering to the 
poor and sick, without pecuniary 
profit to themselves, the patient 
who accepts the services of such an 
institution, if injured therein by the 
negligence of an employee, must 
look for redress to such employee 


56 


alone. The principle is analogous to 
that which exempts municipalities 
in the discharges of their govern- 
mental functions.” 


Kentucky Upholds Immunity 


One of the recent die-hards in 
upholding immunity is Kentucky. In 
affirming the rule of immunity in 
Kentucky, the court stated: 


“We are not convinced that the 
modern trend is away from the 
well-reasoned and long-estab- 
lished rule that charitable insti- 
tutions are not liable for torts. As 
we gather the reasoning in the 
opinions from those jurisdictions 
that have abandoned this well- 
rooted and salutory policy, it is 
based upon the theory that pri- 
vate charity has been displaced 


Administrator Adams 





Adams, you've done a splendid job 
of cutting down expenses. 


by a paternalistic government, if 
not a welfare state, which fur- 
nishes free charitable services to 
the indigent. However, there is 
still a school of thought in Amer- 
ica which does not believe that 
private charity is a thing of the 
past and that all burdens of suf- 
fering humanity should be placed 
in the lap of government, state 
and federal. If immunity from 
tort be abolished from charitable 
institutions, larger subscriptions 
and. donations must be obtained 
to meet heavy premiums on li- 
ability insurance. 

“A majority of this court are 
of the opinion that immunity 
from tort for a purely charitable 
institution is a sound and logical 
doctrine, and we refuse to dis- 
turb our adherence thereto for 


the last 60 years. It is our further 
view that if there is to be gq 
change in the public policy in. this 
state on the subject, it should be 
made by the legislature and not 
this court.” 

The Nebraska Supreme Court, a 
short time ago, refused to reverse 
its long-standing exemption of 
charitable hospitals. Some of the 
opinions removing the immunity 
suggest, the Court said, “that pri- 
vate charity has been displaced, to 
a large degree, by the government, 
both state and federal We are 
not willing to say the time has 
come when it has reached the stage 
where charitable institutions, or- 
ganized for such purposes, are no 
longer needed. We do not think 
such (government) institutions are 
intended to completely take the 
place of charitable hospitals.” 

The Court cited its conviction that 
the continued operation and main- 
tenance of these organizations must 
be fostered for the benefit of the 
public. “Our reexamination of the 
question (of whether or not tort 
immunity should be abandoned) 
convinces us that our present rule 
is both correct and logical,” the 
court held, “and we therefore re- 
fuse to disturb it.” 

Oregon, too, in a late case, 
affirmed exemption on the basis of 
public policy, the court stating that 
“from the beginning, the over- 
ridding public policy of this state, 
as evidenced by many legislative 
acts, has been to protect the assets 
of charitable institutions from use 
of any purpose other than that for 
which they were organized. The 
legislation of the state exempting 
such institutions from taxation is 
one example of the legislative pol- 
icy. 

“Exempting charitable organiza- 
tions from tort liability is but an- 
other phase of that same public 
policy. This court did not establish 
that policy in this state; it simply 
declared what it was in the light of 
the general public policy established 
by the legislature.” 


Liability of Trustees for Misfeasance 
and Nonfeasance 


Immunity seems to mean many 
things to many men. To the physi- 
cian it may signify only exemp‘ion 
from disease. To the layman it im- 
plies exemption from taxation. To 
the lawyer and judge the term :e- 
scribes a freedom from a pen:lty 
or the granting of a particular p: iv- 
ilege. 

The fact that a charitable hospital 
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corporation may be immune from 
liability for injury to patients does 
not give it immunity from other ob- 
ligations. Such a corporation is li- 
able, for example, for duties under- 
taken by contract, such as for the 
purchase of supplies, the construc- 
tion of a building, the payment of 
salaries. It is subject to certain 
penalties where it violates a crim- 
inal statute. 

When an officer of a corporation 
or the administrator of a hospital, 
in the course of the corporation’s 
business, commits a crime, the gen- 
eral view of the courts is that the 
corporation may be punished for 
such act. The corporation will not 
be responsible if the act is com- 
mitted by a minor employee, unless 
an official has authorized or ratified 
the act. Punishment of the corpora- 
tion may consist in a fine or the 
forfeiture of the charter; the indi- 
vidual wrongdoer remains personal- 
ly liable for the criminal act. 

Trustees of a charitable organiza- 
tion have been held not to be liable 
for mere nonfeasance, or the failure 
to perform a duty in their functions 
as trustees. It is not their duty, for 
example, to inspect the hospital 
premises for dangerous conditions 
which may cause injuries. Because 
they do not exercise active control 
and supervision over the operation 
of the institution, they cannot be 
held liable. There has been some 
difference of judicial opinion on the 
liability of trustees; the better rule 
appears to be that they are liable 
only where they have actually given 
orders or participated in some man- 
ner in the negligent act complained 
of.* 


Trustees’ Responsibility for Selection 
of Medical Staff 


One of the most important re- 
sponsibilities of the trustees con- 
stituting the governing board is the 
selection of a competent medical 
staff. The governing board has a 
moral, if not legal, responsibility 
for the conduct of the professional 
staff in the care of patients in the 
hospital. Court decisions hold that 
the governing board is charged with 
the duty of appointing qualified 
practitioners of medicine, although 
the actual recommendations are 
made by the medical staff. 

Patients of the hospital are pro- 
tected against unqualified practi- 
tioners, through the certification of 
physician specialists by the various 
specialty boards. Within the hospital 
there is usually a tissue committee 
or some other group, whose func- 
tion is to measure the performance 
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of staff physicians, thus assuring 
year-round safeguards against un- 
authorized, unnecessary, or improp- 
er treatment. Little is left to the lay 
governing board, except to approve 
the recommendations of the Medi- 
cal Board which examines into the 
qualifications of applicants to the 
staff. 

The trustees of voluntary hospi- 
tals have both the right and the 
duty to exclude undesirable and 
undesirable and unqualified medi- 
cal practioners from staff member- 
ship or from treating patients there- 
in. The trustees of the hospital may 
exclude a physician who has not 
had acceptable medical training, 
and may adopt rules and regula- 
tions for the admission and qualifi- 
cations of medical staff members.’” 
No reason need be given by the 
board of trustees of a voluntary 
hospital for the rejection of a phy- 
sician’s application for staff mem- 
bership, nor can the courts compel 
a disclosure of the reason for the 
rejection, nor question the trustees’ 
judgment. 

The governing board may require, 
as a condition of membership on the 
medical staff, that physicians com- 
ply with ethical standards.”° A li- 
cense to practice medicine does not 
entitle a physician to hospital 
privileges. The law does not require 
a voluntary hospital to furnish its 
services and accommodations to 
every one who applies, whether pa- 
tient or physician. There can be no 
absolute right in individuals to 
claim the benefit of its privileges. 
There must be discretion vested in 
trustees to make selection from ap- 
plicants with regard to accommoda- 
tions available. The trustees acting 
as the governing board may reject 
one who has some trivial ailment, 
and accept another whose needs 
are greater. This is not illegal dis- 
crimination, depriving a person of 
his rights; nor is it deemed such 
discrimination, if from a large num- 
ber of physicians the trustees select 
members of the visiting staff with 
regard, not only to their medical 
skill, but to their adaptability to the 
rules and discipline of the institu- 
tion.?? 

The fact that a physician or sur- 
geon has made and pledged contri- 
butions to the hospital gives him 
no special or vested right or privi- 
lege to use the hospital’s physical 
facilities in the practice of his pro- 
fession. His qualifications, experi- 
ence, practice, and membership in 
medical societies do not give him 
the right to practice in such a hos- 
pital if the trustees thereof, in the 


exercise of their discretion, decide 
to exclude him or refuse to grant 
him such right or privilege.?? 

However, a physician’s appoint- 
ment to a hospital staff and the 
privileges extended to him cannot 
be abrogated arbitrarily, unless the 
by-laws of the hospital so provide. 
If the appointment is made in ac- 
cordance with the by-laws such 
designation and the rights that go 
with it constitute a contract. This 
contract may not be breached by 
the trustees, except for cause, and 
then only after a hearing and an 
opportunity to be heard. The phy- 
sician has no legal remedy if he is 
removed as prescribed by the by- 
laws, which he has agreed to upon 
becoming a member of the staff. 

Demotion in grade during the 
annual tenure cannot be made un- 
less the physician is given a hear- 
ing pursuant to the by-laws. Viola- 
tion of this right may give rise to 
an action for damages or to an in- 
junction requiring his restoration, 
unless good cause for such demo- 
tion can be shown. Promotion, of 
course, increases the physician’s 
benefits and may be made at any 
time. At the expiration of the phy- 
sician’s appointment, he may be 
promoted, demoted or dropped en- 
tirely from the staff without no- 
tice, although the fair procedure 
would be to notify him sufficiently 
in advance so that he may make 
other plans for the hospitalization 
of his private patients. 


Liability for Acts of Medical Staff 


Control of the selection of the 
medical staff by the governing 
board is legally significant even in 
states which grant immunity to 
hospitals for injury to patients. 
Many of the states which extend 
exemption to hospitals for the medi- 
cal acts of physicians, impose lia- 
bility if it can be proved that the 
trustees were negligent in the se- 
lection of the physician. It is equal- 
ly negligent to retain incompetent 
practitioners. 

The general rule is that a trustee 
is not liable for the negligence of 
the servants or agents of the hos- 
pital which results in injuries to 
patients. Unless it can be shown 
that the trustee directed, or con- 
trolled, or took part in the negli- 
gent act, no liability attaches to 
him.?3 

No liability will be imputed to 
the individual trustees for the mal- 
practice of a physician who had 
been appointed house surgeon after 
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Control 


of Surgical Privileges 


Part Il 


by Charles U. Letourneau, M.D. 





Abdominal Surgery 
A. Abdominal-perineal resec- 
tion 
B. Appendectomy and surgery 
of contiguous tissue 
C. Bowel resection and an- 
astomosis 
1. Small bowel 
2. Colon 
D. Biliary surgery 
1. Gallbladder 
2. Bile duct 
E. Gastric surgery 
1. Closure of perforated 
peptic ulcer 
2. Gastrectomy 
3. Gastroenterostomy 
4. Pyloroplasties 
F. Herniorrhaphy 
1. Umbilical and postopera- 
tive evisceration 
2. Inguinal and femoral 
3. Diaphragmatic 
G. Liver surgery 
1. Hepatorrhaphy 
2. Hepatectomy 
H. Pancreatic procedures 
I. Splenectomy z 
J. Vagotomy 


Proctology Procedures 
A. Sigmoidoscopy 
B. Abscess—ischiorectal, in- 
cision and drainage 
C. Fistulectomy 
D. Internal hemorrhoidectomy 
E. Plastic repair of rectum 
F. Repair of prolapsed rectum 


Neck Surgery 
A. Cysts—branchial and thy- 
roglossal, excision 
B. Deep abscesses—incision 
and drainage 
C. Glossectomy 
D. Radical neck dissection 
E. Parotidectomy 
F. Scalenotomy 
G. Thyroidectomy 





Breast Surgery 
A. Abscess — incision drain- 
age 
B. Biopsy 
C. Excision of cysts and en- 
capsulated tumors 
D. Mastectomy—simple 
E. Mastectomy—radical 
F. Plastic and cosmetic pro- 
cedures 


Thoracic Surgery 
A. Pneumolysis and thoraco- 
tomy 
. Rib resection 
. Thoracoplasty 
. Lobectomy 
. Phrenicectomy 
. Pneumonectomy 
. Oesophageal procedures 
. Diaphragmatic operations 
I. Thymectomy 
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Cardiac and 
Cardiovascular Surgery 

A. Incision and suture of heart 
B. Repair of congenital heart 
defects 
C. Pericardiectomy 
D. Repair of intrathoracic 
aneurysm 
E. Aortic or pulmonary ana- 
stomosis 
F. Arterial anastomosis—extra 
thoracic 
G. Embolectomy 
H. Arteriography 
I. Venous anastomosis 
J. Ligation and division of 
varicose veins 


Eye Surgery 
A. Removal of foreign body 
from interior of eye 
B. Enucleation of eyeball 
C. Plastic repair of eyelid 
D. Corneal transplantation 
E. Intra-ocular operation 
F. Operation on tear gland 
G. Operation on interior of 
eyeball 








® PHYSICIANS who are recognized 
as specialists in general surgery 
present a complicated problem jn 
classification of privileges. Over a 
period of years, a certified su: geon 
may gradually narrow the fie'd of 
his activities to a certain part «‘ the 
body and to a certain type c. op- 
eration. In these areas he is as pro- 
ficient as any man alive to co duct 
most operative procedures. 

Unfortunately some of the old- 
er general surgeons like to seep 
their hand in,” so to speak, >ther 
areas of the body than tho:e in 
which they are proficient. Sor 2 do 
this to keep up the illusion c: the 
master surgeon or the surgica! spe- 
cialist in everything. Others zen- 
uinely believe that they are <om- 
petent in every line of surgery. 

The occasional performance of 
certain operations may be sou. -sat- 
isfying to the surgeon but we must 
face the fact that, statistically, the 
patient has a better chance o! re- 
covery when operated upon by a 
surgeon who specializes in that par- 
ticular region of the anatomy. This 
is so even though the odd “super- 
surgeon” may still obtain spectacu- 
lar results in any kind of operation 
that he undertakes. He is the rare 
exception. 

To quote examples, it is not un- 
common for good abdominal sur- 
geons to venture into the neck, the 
thorax, and even the brain, simply 
to prove to themselves that they 
still have the skill to go into these 
areas whenever they choose. 

This problem of the certified sur- 
geon of many years’ standing is a 
rather delicate one that must be 
met squarely by medical colleagues. 
There is no surgeon alive who is 
an expert in everything. If any doc- 
tor thinks he is he should be per- 
suaded, urged, or coerced into re- 
stricting his activities to the type 
of operation that he does best as 
may be determined by his col- 
leagues. The more recent spe:ial- 
ties do not yet face this pro»lem 
but it is merely a matter of time be- 
fore they, too, must be closely re- 
stricted to the operations that ‘hey 
can do well. 

Surgical operations are usi illy 
divided and classified into re: 
or specialties. Lists of specia 
operations should be preparec by 
the medical staff. The sugge ‘ed 
lists are not comprehensive 
they may serve as models for 
location of privileges in the oy 2 
ating room. 
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Enemol makes giving 
enemas an easier chore” 


It used to be that preparing and giving those routine 
enemas topped my list of “Most Unpleasant Nursing Chores.” 
But, with Enemol — it’s so much easier and faster that 

I don’t mind it nearly as much. 


The thing I like best about Enemol* is that there’s no 
equipment to assemble or solutions to mix. Better yet, 
there’s no messy equipment to clean up afterwards because 
you just throw the used container away. That means as 
much as 20 minutes saved — to spend doing something else. 


Enemol is the only disposable enema I know of, with a 
shut-off valve you can easily open and close with a simple 
twist. You can even clear air from the tube before inserting. 
The tube, with its soft round top, is just stiff and long enough 
(6 inches) to insert easily without hurting the patient. 


Having an enema is never pleasant, but Enemol makes it 

a lot less uncomfortable for the patient to take. That’s because 
there are only 4% ounces of fluid instead of the usual quart. 
And for routine enemas, this time-proven phosphate 

solution really does a better job than soap suds. 


Tapered Valve 


Controls Flow 
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Enemol disposable Enema Unit 
e Saves nursing time 
e Reduces expense 3 
e Increases patient comfort JY | fine pharmaceuticals for 60 years 





nl CUTTER LABORATORIES 
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Packed in easy-to-handle cases of 24; 4% oz. units. BERKELEY. CALIFORNIA 
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Who's Who 





Bonp, Miss Marcaret E.—has been 
appointed chief dietitian of the 
Greenwood Leflore Hospital, Green- 
wood, Mississippi. 


Boswe.t, Dr. HeNry—resigned as 
superintendent of the Mississippi 
Tubercular Sanatorium, Jackson, 
Mississippi. Dr. CLypE Watkins has 
been named his successor. 


Brooke, Ricuarp, Jr.—administra- 
tor of Riverside Hospital, Jackson- 
ville, Florida for the past two years, 
has accepted an administrative posi- 
tion with Blue Cross of Florida, 
Inc., in the Jacksonville office. 


CaLpweLL, B. J.—is resigning the 
post of administrator of Pomona 
Valley Community Hospital, Pomo- 
na, California, to become the ad- 
ministrator of Memorial Hospital of 
Glendale, California. 


Curpman, A. W. See FInbLay notice. 


CLEMENT, Pat—has been named ad- 
ministrator of the Hancock County 
Hospital, formerly known as the 
King’s Daughters and Sons Hospital 
in Bay St. Louis, Mississippi. 


Concerta, SisTER Mary—has been 
appointed administrator of St. 
Mary’s Hospital, Galesburg, Illinois. 


CuLweELL, Bert V.—is the new ad- 
ministrator of Cullman Hospital, 
Cullman, Alabama. He succeeds 
Ernest Wituiams who resigned. 


Dattey, Epwarp J., Jr—has been 
appointed director of the Adult Re- 
habilitation Center at Crotched 
Mountain, New Hampshire, and ex- 
ecutive assistant for the Crotched 
Mountain Foundation. 


Davis, JosEPpH W.—appointed assist- 
ant administrator of St. Mary of 
Nazareth Hospital, Chicago, Ill. He 
was formerly at Fairview Park Hos- 
pital, Cleveland, Ohio. 


De Sanctis, Maser. See SEAMAN 
notice. 
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EMERITA, SIsTER Mary—has_ been 
appointed to the post of adminis- 
trator of St. Mary’s Hospital, in 
Cairo, Iil. 


FEEBACK, LESLIE, D.—is now serving 
as assistant administrator of Alton 
Memorial Hospital, Alton, III. 


Finpiay, CuHartes E.—administrator 
of Alpena General Hospital, Alpena, 
Michigan is retiring from active ad- 
ministrative work. He will continue 
to serve the hospital in a consulting 
or advisory capacity. A. W. Cuip- 
MAN who has been serving as assist- 
ant administrator, will be his suc- 
cessor. 


HarrELL, Miss Vircinta—has retired 
after twenty-five years as director 
of nursing service and the School of 
Nursing at Greenwich Hospital, 
Greenwich, Connecticut. 


HermmuicH, Oscar W.—has_ been 
named assistant director of the 
United Hospital Fund of New York. 
He joined the Fund three years ago 
as public relations director. 


JENKINS, JOHN M.—has been ap- 
pointed assistant superintendent of 
the Chicago State Hospital, Chicago, 
Ill. He formerly had the same post 
in the Alton State Hospital, Alton, 
Ill. 


KaurMan, Paut C.—will assume the 
position of assistant director of the 
Faulkner Hospital, Boston, Mass. He 
is succeeding Miss IRENE B. Mann, 
who has retired. 


Kirxsy, Miss Exinor, R.N.—has 
been named administrator of the 
New England Baptist Hospital, Bos- 
ton, Mass. She has been acting ad- 
ministrator for the past several 
months. 


Knauss, ALviIn. See Murpny notice. 


LANGHAM, Miss ETHEL. See REEDER 
notice. 


Lee, Miss Mitprep—has been ap- 
pointed director of nursing service 
for the Methodist Hospital of Dal- 
las, Texas. She was formerly di- 
rector of nursing service at St. 
Joseph’s Hospital in Fort Worth. 


LotuarR, CiaupE—has resigned as 
administrator of Scott County Hos- 
pital, Morton, Mississippi, to accept 
the post of administrator at the 
Field Memorial Community Hos- 
pital, Centreville, Miss. 


Mann, Miss IRENE B. See Kaurman 
notice. 


Murpuy, Cart G.—is the new ad- 
ministrator of the Sarah D. Cul- 
bertson Memorial Hospital, Rush- 
ville, Illinois. He is _ succeeding 
Atvin Knauss, now administrator of 
the Hazelcrest General Hospital, 
Hazel Crest, IIl. 


PreIMER, SypDNEY C.—has been ap- 
pointed associate director of Sinai 
Hospital, Detroit, Michigan. He was 
formerly with Brooklyn Jewish 
Hospital, Brooklyn, New York. 


Peyton, Tuomas G.—formerly di- 
rector of the out-patient clinic at 
North Carolina Memorial Hospital 
at Chapel Hill, N.C., has _ been 
named administrator of McPherson 
Hospital, Durham, N.C. 


ReEEDER, Mrs. Mary J.—will assume 
the full duties of the administrative 
director of the Doctors’ Hospital, 
Coral Gables, Florida. She has ap- 
pointed Miss Erne. Lancuam, for- 
mer director of nurses, as assistant 
administrator; and Mrs. ANNA 
ScHwomeyer, former assistant di- 
rector of nurses, has been appointed 
as director of nurses. 


REGINELLA, SistER Mary—is the new 
administrator of St. Mary of Naza- 
reth Hospital, Chicago, III. 


Roserts, H. S.—is the new adminis- 
trator of the Washington County 
Hospital, Chatom, Alabama. 
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Rosertson, Miss Nanette D.—has 
been engaged by the New Jersey 
Hospital Association in the capacity 
of dietary consultant, because of the 
shortage of trained dietitians. The 
development of new knowledge in 
the field of nutrition and the im- 
portance of dietary service in the 
care of the patient has led the New 
Jersey Department of Health to 
make a grant to the NJHA for the 
employment of Miss ROBERTSON as 
a member of the Association’s staff. 


Sasser, ALFRED, JR.—was named su- 
perintendent of the Glenwood State 
School, Glenwood, Iowa. 


SCHINDERLE, Ropert—formerly credit 
manager, now is assistant adminis- 
trator of Mercy Hospital, Chicago, 
Ill. 


SPREHN, Dr. GreorceE W.—has been 
named director of Montgomery 
County’s Community Psychiatric 
Clinic. 


ScHWoMEYeErR, Mrs. ANNA. See REED- 
ER notice. 


SEAMAN, FRANK C.—has resigned as 
administrator of the Skin and Can- 
cer Hospital, Philadelphia, Pa., 
MaseEt De Sanctis is the acting ad- 
ministrator. 


SHEPPECK, Cou. Micuaet L., U.S.A., 
M.C.—surgeon of the military Dis- 
trict of Columbia, Washington C. A. 
of the U.S. Army dispensary and di- 
rector of civil employees health 
service Pentagon, Washington, D. C. 


SLAGLE, RosBert—has accepted the 
position as administrator of the 
Morrow County Hospital, Mount 
Gilead, Ohio. He was formerly busi- 


ness manager of the Lancaster- 
Fairfield Hospital, Lancaster, Ohio. 


SpracuE, WesLtey D.—is the new as- 
sociate director of New England 
Deaconess Hospital, Boston, Mass. 
Mr. SPRAGUE was formerly adminis- 
trator of Brockton Hospital in 
Brockton, Mass. 


Stuart, Rosert. See WILsoN notice. 


TALBERT, Bitty R.—was appointed 
administrator of Goodlark General 
Hospital, Dickson, Tennessee. He is 
a graduate of the course in hospital 
administration Northwestern Uni- 
versity. 


TuraAsH, WiLtis S.—assistant direc- 
tor of the University of Mississippi 
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Hospital, Jackson, Miss., has been 
named administrator of the South 
Highlands Infirmary, Birmingham, 
Alabama. 


Tuveson, Ropert F.—assistant ad- 
ministrator at Springfield Hospital, 
Springfield, Mass., has been ap- 
pointed administrator of the Wesson 
Memorial Hospital, Springfield. 


Vircinia, SIstER Mary—is the new 
administrator of St. Joseph’s Hos- 
pital, Breese, Illinois. 


Wass, Stras M.—has been appointed 
to the newly-created position of di- 
rector of house services at the Beth 
Israel Hospital in Boston, Mass. He 
was formerly assistant administra- 
tor and director of non-professional 
services at Hahnemann Medical 
College and Hospital of Philadel- 
phia, Pa. 


Watkins, Dr. CiypE. See BoSwELL 
notice. 


Weeks, Miss Grace L.—assumed 
the position of superintendent of 
Ward Home for Children, Pitts- 
burgh, Pa. 


Wuxins, James P.—has been named 
administrative assistant at Burge 
Hospital, Springfield, Mo. 


Witiams, ERNEST. See CULWELL no- 
tice. 


Wison, Davi B.—has been ap- 
pointed assistant director of the 
Southeastern Ohio Tuberculosis 
Hospital, Nelsonville, Ohio succeed- 
ing Ropert Stuart, who resigned. 


YALE, JOHN O.—assistant director of 
the Salt Lake General Hospital, 
Salt Lake City, Utah has resigned 
to become administrator of the Me- 
morial Hospital of Sheridan County 
in Sheridan, Wyoming. 8 


Deaths 


FRITSCHEL, Rev. Herman L., D. D.— 
was administrator of Milwaukee 
Hospital for 41 years, from 1902 
until 1943 and on the editorial ad- 
visory board of HOSPITAL MAN- 
AGEMENT for the past few years. 


Patterson, Dr. HeNry—retired di- 
rector of St. Luke’s Hospital, New 
York and consultant to metropolitan 
hospitals. 


Harvey A. K. Whitney 


™ MR. HARVEY A. K. WHITNEY, © om- 
inent hospital pharmacist and 
founder of the American Soc’: ty of 
Hospital Pharmacists, passed away 
at the University Hospital, An» Ar- 
bor, Michigan, on December 55, at 
the age of 63. Mr. Whitney vas a 
pioneer in the upgrading o! hos- 
pital pharmacy services. He be- 
came interested in this phase of 
Pharmacy early in his caree:, and 
for the past 32 years devoted prac- 
tically all his attention to the de- 
velopment of pharmaceutical serv- 
ice in hospitals. ; 

Mr. Whitney was responsible for 
the organization of a Sub-Section 
on Hospital Pharmacy in the Amer- 
ican Pharmaceutical Association, 
which grew into the American So- 
ciety of Hospital Pharmacists in 
1942. He was the first chairman 
of this Society, which has been 
characterized as one of the most 
forward-looking and rapidly-grow- 
ing organizations within the field 
of pharmaceutical practice. It now 
numbers nearly 3,000 members and 
has been responsible for setting 
standards for hospital pharmacy 
practice commensurate with the 
great advancement in patient care, 
which is characteristic of hospitals 
in general. 

In 1950, the Michigan Socieiy of 
Hospital Pharmacists honored Mr. 
Whitney by creating the Harvey 
A. K. Whitney Award, now <iven 
annually to the hospital pharmacist 
who has contributed most tc the 
progress of the profession ir the 
previous year. Eight outstarding 
hospital pharmacists from thro igh- 
out the nation have received this 
award to date. 


Following his active leade ship 
in hospital pharmacy over se eral 
decades, Mr. Whitney experic ced 
the satisfaction of having mar of 
the young men and women vho 
served their internship under 1im 
to rise to positions of import nce 
in hospital pharmacy adminis ‘ra- 
tion. He originated this exacting in- 
ternship program which has +2en 
adopted by many leading hosp:tals 
for the training of hospital phar 1a- 
cists. 
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Mr. Whitney served as_ vice 
president of the American Pharma- 
ceutical Association in 1940-41. He 
was a member of the Revision Com- 
mittee of the National Formulary 
from 1939 to 1944, which is one of 
the official drug standards of the 
United States. He also served on 
numerous committees of national 
pharmaceutical organizations. 

Born in Adrian, Michigan, Mr. 
Whitney graduated from Adrian 
High School in 1912 and from the 
University of Michigan College of 
Pharmacy in 1923. He joined the 
staff of the Pharmacy Department 
at the University Hospital in Ann 
Arbor in 1925 and became the Chief 
Pharmacist in 1927. Under his 
guidance this department grew 
from a small dispensary to one of 
the outstanding hospital pharmacy 
departments in the nation. He pub- 
lished the first University Hospital 
Formulary, which serves as a guide 
in this field throughout the world. 
Mr. Whitney was President of the 
Michigan Board of Pharmacy, Pres- 
ident of the Michigan Branch of 
the American Pharmaceutical As- 
sociation, and a member of Rho 
Chi, national pharmaceutical honor 
society. 


Mr. Whitney is survived by his 
widow, the former Hildreth Kath- 
erine Wheeler, and two children, 
Joan Elise Braly and Harvey A. K. 
Whitney, Jr. His passing will be 
mourned by a host of practicing 
pharmacists to whom he was the 
outstanding example of a devoted 
and tireless advocate of better 
pharmacy in the interest of the 
hospitalized patient. & 





WALKER 
Continued from page 46 


the patients, security of employees 
and visitors, security of buildings 
and equipment. This is an all em- 
bracing statement which makes the 
importance of this job enormous. 
Everyone should be conscious of se- 
curity at all times. The engineer, if 
he is entrusted with heading up the 
security program within the hos- 
pital, should realize that this is 
probably his most important duty 
and responsibility. For this reason, 
the engineer should be given the 
complete and sincere cooperation 
and backing of the administrator 
and his board. & 


A Prayer 
That I may grow a little braver 
To face life’s trials and never 
waver 
From high ideals that I have made. 
To face life squarely, unafraid, 
That I may yet more patient be 
With those, who faltering lean on 
me. 
To profit by mistakes I’ve made 
And let them from my memory 
fade. 
That I may always faithful be 
To those who put their faith in 
me. 
For these, dear, heavenly Lord, I 
pray 
That I may prove worthwhile to- 
day! 
Jean Brenneman 
Reprinted from Cortland Hospital 
Tales. x 





™ DECLINING MORTALITY from tuber- 
culosis since 1900 has had its great- 
est impact among young adults 
(age 15 to 44) in the peak income 
and childbearing years, according 
to Health Information Foundation. 
The highest mortality from this dis- 
ease now occurs in the upper age 
grades among those over 65. 8 
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Hospitals and the Law 











Government Hospital Patient's 
Injuries Held To be Self-Inflicted 


s IT WAS ASSERTED that the hospital 
authorities placed in _ plaintiff’s 
hands a farm implement, a knife, 
without instruction as to its proper 
use, ind that therefore the hospital 
authorities are responsible for the 
injuries sustained by plaintiff. How- 
ever, the court came to the conclu- 
sion that plaintiff failed to sustain 
the burden of proving the negli- 
gence of the hospital authorities by 
a fair preponderance of the evi- 
dence. The court does not think it 
would be justified in finding that 
plaintiff has proven by a fair pre- 
ponderance of the evidence that he 
had no instruction, that he was 
taken to the corn field in a truck 
and that he himself, in a burst of 
initiative, grabbed a knife and ran 
to the corn, without instructions of 
any kind, and attempted to cut the 
corn. The court believes the gov- 
ernment witnesses to the effect that 
the hospital procedure and the 
methods which were actually fol- 
lowed in this case required that 
they give some instruction and 
demonstration in the use of this 
knife. 

The plaintiff stated under oath, 
before the court, that he didn’t 
know how it happened; all he knew 
was that he felt a kick and then he 
looked down and saw he was in- 
jured, and there he was with this 
corn knife in his hand. The court 
came to the conclusion that he was 
given instructions and that he had 
worked at this a day before. If 
plaintiff propelled the blade of this 
knife into his leg, and he was cut- 
ting the corn in the way he demon- 
strated to the court, the court can- 
not come to any other conclusion 
than that he is guilty himself of a 
self-inflicted wound through his 
own negligence and that he cannot 
blame anybody else. 

The court found that plaintiff has 
failed to sustain his burden of proof 
that the responsible hospital au- 
thorities were negligent in any way 
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and that the proof upon the trial 
indicates very clearly that plaintiff 
caused this injury through his own 
fault. 

(Carter v. United States, 6CCH 
Neg. Cases 2d 808 — USDC — N.Y.) 


Private Sanitarium Treating 
Psychiatric Disorders Must 
Maintain X-Ray Equipment 


®& PLAINTIFF SUFFERED compression 
fractures of four spinal vertebrae 
in the course of eight electric shock 
treatments administered to him in 
the sanitarium by a psychiatrist in 
the employ of the sanitarium. These 
fractures were alleged to have re- 
quired a major surgical operation 
and to have caused pain, suffering 
and permanent injuries. The mal- 
practice charged was that the psy- 
chiatrist was negligent in continu- 
ing the shock treatments despite 
symptoms of a spinal fracture after 
the first such treatment. The sani- 
tarium was charged with negligence 
in failing to provide adequate X-ray 
facilities, the use of which would 
have disclosed the fracture after 
the first treatment and would have 
prevented the serious injuries of 
which plaintiff complains. The jury 
returned a verdict for plaintiff for 
$5,000 against the psychiatrist and 
for $25,000 against the hospital. 
A private sanitarium, said the 
court, devoted to treating psychi- 
atric disorders, and administering 
shock treatment in connection 
therewith, is negligent if it fails to 
maintain X-ray equipment for use 
in the course of such treatment. The 
liability of the hospital, however, 
required that its negligence consti- 
tute the proximate cause of the 
injuries. The absence of X-ray 
facilities must be directly related 
to and causative of plaintiff's con- 
dition. Although the trial judge 
explicitly left this question to the 
jury at the request of the defend- 
ants, the proof did not sustain the 
jury’s conclusion thereon. No doubt 





the jury believed that the psychi- 
atrist would have ordered X-rays 
for plaintiff if such facilities were 
available on the premises, but the 
proof provided no sufficient affirm- 
ative basis therefor. For this reason 
the judgment against the sanitarium 
was reversed and a _ new trial 
granted. 

(Eisele v. Malone, 157 N.Y.S. 2d 155) 


Superintendent of State Hospital 
Not Personally Liable for 
Disappearance and Death of 
Child Inmate 


® THE PLAINTIFF, the administratrix 
of the estate of her minor son, 
Roger, alleged that Roger, eight 
years of age, had been a patient in 
Monson State Hospital since 1950. 
On March 24, 1955, he was placed 
out of doors, and disappeared. 
Weeks later he was found dead. 

The defendant Osterheld, as su- 
perintendent of Monson State Hos- 
pital, is a public officer. A public 
officer is not liable for any omis- 
sion to perform his statutory duties 
or for the misfeasance of his serv- 
ants or agents under the doctrine of 
respondeat superior; but he may 
be subject to liability for a tort of 
active misfeasance committed in the 
discharge of his ministerial duties 
as such officer. 

The defendant Osterheld as su- 
perintendent in the exercise of the 
discretion conferred upon him by 
statute established a method or 
policy which accorded Roger a 
greater freedom of movement and 
action than he should have had and 
as result led to his disappearance 
and death. For this there would be 
no liability to the plaintiff. It is not 
a case of personal custody in this 
defendant who, while in active 
personal charge of his ward, negli- 
gently allowed him to escape. 

It was held proper to dismiss the 
plaintiff's case. 

(Somers v. Osterheld, 138 N.E. 2d 
370 — Mass.) a 

















Charitable Organization not Exempt 
from Liability for Injury on Income 
Producing Property 


® PLAINTIFF, a tenant of a tenement 
house owned by a charitable or- 
ganization, brought action to recov- 
er for injuries sustained while he 
was attempting to flee a fire in the 
building. Plaintiff charged violations 
of statute and ordinances requiring 
building owners to maintain fire 
escapes. The trial court entered a 
summary judgment for defendant 
on the ground that it was immune 
from liability as a charitable in- 
stitution. On appeal this court held 
that under the unusual facts of the 
case the defense of immunity was 
not available. 

Differentiating circumstances in 
the case at bar are three-fold, 
namely: 


(1) The allegations are of corpo- 
rate or administrative negligence in 
violating a duty imposed by a penal 
statute and ordinances for the safe- 
ty of all persons situated as was 
the plaintiff, and that duty was im- 
posed upon all owners of such prop- 
erty without any exception or ex- 
emption from obedience. 


(2) The property concerning 
which there was negligence was not 
being used in the services of the 
charities but was commercial prop- 
erty, held and rented as a landlord 
to produce income, albeit income 
which was used in conducting the 
charities. 


(3) The person injured was a 
stranger to the charities, being but 
a tenant in the property; hence, 
there was no sort of implied waiver 
or assumption of risk by having be- 
come a beneficary. 


In ordering a trial of the case by 
a jury, the court stated: 

“The increasing modern hazards 
to life and limb and the growing 
sense of social responsibility may 
not be ignored. Nor may we regard 
with complete detachment the 
availability of indemnifying and 
liability insurance. Individuals and 
commercial enterprises quite gen- 
erally, and some charitable institu- 
tions also, carry such insurance 
to compensate persons who may be 
injured and to protect themselves 
against loss or liability from negli- 
gence. 

“In evaluating the apparent con- 
flict between the principle of aid- 
ing charities of a public nature by 
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exempting them from liability for 
tortious acts and the principle of 
a citizen’s right to recover com- 
pensation for injury suffered 
through the tortious act of another, 
we cannot help but see the justice 
of limiting or restricting the rule 
of absolute immunity, nor avoid the 
force of logical grounds of modern 
decisions and the weight of judicial 
opinion that there should be a lim- 
itation of immunity in certain cases. 

“When the question of liability for 
torts first came before the courts, 
private charities were largely small 
institutions with limited means. 
Nowadays, on the one hand are the 
complexities and hazards of mod- 
ern life and on the other, the 
growth and development of phil- 
anthropic foundations with large 
funds, engaging in many and va- 
ried enterprises, both commercial 
and charitable. It might come as a 
shock if such foundations should 
claim immunity and the courts hold 
them to be absolutely free from lia- 
bility for all tortious wrongs. But 
the same rule must apply to both 
the great and the small. 

“It is neither moral nor just that 
a stranger to a charity who has 
been injured, as is alleged in the 
present case, as the result of the 
management having violated safety 
laws in relation to an activity which 
was no part of the operation of 
the charity itself, should bear all 
the burden and the wrong-doer be 
entirely relieved. Doubtless, the ex- 
tended hospital services which the 
plaintiff has received because of 
his injuries were in part at the ex- 
pense of funds of other charitable 
trusts. This exemplifies the fact that 
often the immunity of one charity 
imposes a burden upon another. 

“The law should keep pace with 
moving events of everyday life, and 
the courts within bounds should 
shape the law to conform. The emi- 
nent Justice Cardozo in a series of 
lectures, first published in 1921 un- 
der the title, “The Nature of Ju- 
dicial Process,” said, “Law is, in- 
deed, an historical growth, for it 
is an expression of customary mor- 
ality which develops silently and 
unconsciously from one age to an- 
other.” (p. 104) He affirmed the 
view that if a rule continues to 
work an injustice, it should be re- 
tested and must eventually be re- 
formed. p. 23. 

“We have not overlooked ap- 


pellees’ argument of exemption 
from tort liability that the very 
property involved in this case was 
regarded (with other real «state 
owned by several religious and 
charitable institutions) as e»empt 
from taxation since it was pr:duc- 
ing income for the charities.’ 


(Roland v. Catholic Archdioc: se of 
Louisville, 6 CCH Neg. Cass 2q 
931-Ky.) 


Federal Tort Claims Act Not 
Applicable to Malpractice 
After Injury to On-Leave Soldice 


® THIS ACTION was brought <nder 
the Federal Tort Claims Act, Title 
28 U. S. C. A. § 2671 et seq. Flain- 
tiff alleged that on December 12, 
1954, while he was in the armed 
forces of the United States, sta- 
tioned at Fort Bragg, North Caro- 
lina, and while on leave, he was 
injured in an automobile accident; 
that by reason of injuries there 
received he was hospitalized at Fort 
Bragg, and at that place was treated 
by physicians and surgeons of the 
United States Army; that said phy- 
sicians and surgeons were negligent 
and did not use proper care and 
skill in treating plaintiff, and in 
performing an operation on him, in 
that a piece of drill was left in his 
body near the lateral orbital wall 
of plaintiff's left eye causing him 
severe injuries. 

Plaintiff insisted that the injuries 
complained of did not arise out of 
his military service because when 
he was injured on the highway he 
was on leave. However, plaintiff is 
not here suing the person who 
caused his injuries on the North 
Carolina highway. His claim is 
based upon alleged malpractice of 
the army surgeon who operatec up- 
on him after he had been returned 
to the hospital at the Post where 
he was assigned for military ‘uty. 

Plaintiff was in the army ho: vital 
at Fort Bragg because he ws a 
member of the armed forces o the 
United States located at that stz ion. 
Under army regulations he we: no 
longer on leave. 

The court said: “We conc ude 
that the Government is not | ble 
under the Federal Tort Claims Act 
for injuries to servicemen w- ere 
the injuries arise out of or ar’ m 
the course of activity inciden 
service.” (Italics supplied.) 


(Buer v. United States, 6 CCH ; 
Cases 2d 775 — USDC — Pa.) 
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Medical Records 





Expiration Statement 


QUESTION: Should the attending 
physician indicate when a patient ex- 
pires, on the order sheet? Or is this 
not necessary? H.L.V. 


ANSWER: The physician should al- 
ways record the fact that a patient 
has expired, and the time in the 
medical record. As this is not an 
order it is usually written as a final 
progress note. 

The nurse should also record the 
time breathing apparently ceased, 
who pronounced the patient dead, 
whether relatives were notified or 
present, and the disposition of the 
clothing and valuables in her notes. 


Leave of Absence for Patients 


QUESTION: What is the correct pro- 
cedure when patients leave the hos- 
pital to spend a few days with rela- 
tives? Should they be carried on the 
daily census during this time, or dis- 
charged and readmitted upon their 
return to the hospital? We do not as- 
sign their beds to anyone else during 
the time they are away. S.M.C. 


ANSWER: Most hospitals have es- 
tablished a policy whereby patients 
who are gone for 24 hours or more 
must be routinely discharged and 
readmitted. If gone for less than 24 
hours they are generally carried on 
the census as the bed is kept wait- 
ing, and they would have been gone 
only a part of each of two days. 

However, if the patient is gone 
more than 24 hours the medical rec- 
ord is sent to the medical record de- 
partment with the other discharges 
for the day, and the patient is no 
longer carried on the census. (Car- 
tying ‘such patients on the census 
during their absence distorts the 
census and thus produces inaccura- 
= in all figures computed from 
it). 

If these patients are readmitted at 
any time after 24 hours, the previ- 
ous medical record should be sent 
to the nursing station just as in the 
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case of any other readmission, and a 
new medical record is started, if any 
other than the strict chronological 
arrangement of a medical record is 
used. This new record should in- 
clude physician’s orders, progress 
notes, nurses’ notes, graphic charts 
and any other records required for 
the particular case, with an interval 
history written to cover the period 
of absence. 

Every hospital should establish 
definite policies regarding proce- 
dures to be followed in these in- 
stances. 


When is a Newborn a Newborn? 


QUESTION: Every once in a while 
a baby is delivered in a car on hos- 
pital property by a doctor and a 
nurse, or even by a nurse at the hos- 
pital entrance. The mother is then 
taken to the delivery room for de- 
livery of the placenta and any re- 
pair work that might be necessary. 
Should these babies be counted as 
hospital births (newborn), or as 
pediatrics? G.W.S. 


ANSWER: Such babies should not 
be counted as newborn as they are 
not born in the hospital delivery 
room even though hospital person- 
nel has rendered assistance. They 
should be counted as pediatrics. 


Newborn Days 


QUESTION: If an infant, born in the 
hospital, remains after discharge of 
the mother are the days counted as 
newborn-days, or as_ patient-days? 
R.C.B. 

ANSWER: The fact that the mother 
goes home before the baby has no 
bearing on the status of the infant, 
nor on the type of days’ care ren- 
dered. As long as the baby remains 
in the newborn nursery the days are 
counted as newborn-days. However, 
if the infant is transferred to pedi- 
atrics, either before or after dis- 
charge of the mother, the days are 
then considered pediatric-days. 


Recovery Room 


QUESTION: We are planning to open 
a recovery room in our hospital soon, 
and I am desirous of knowing what 
type of information should be re- 
corded while the patient is in this 
room, and if such a record should 
become a part of the medical record, 
or remain in the recovery room? 
F.S.S. 


ANSWER: A _ complete record 
should be written on the patient 
while in the recovery room just as 
we have anesthesia records and 
operative reports written on what 
was done, and the condition of the 
patient during anesthesia and sur- 
gery. It should become a part of the 
medical record because otherwise 
the nursing staff would have no way 
of knowing about the condition of 
the patient between the time he left 
the operating room and arrived in 
his own room which may be a mat- 
ter of only a few or many hours, In 
addition, this information might be 
very valuable on any future read- 
missions of the patient. 

In addition to the regular identifi- 
cation information required on all 
medical record forms, this record 
usually also contains a record of 
the operation performed; anesthesia 
given with total anesthesia time; 
name of anesthetist in recovery 
room; time of arrival and condition 
on arrival in recovery room; name 
of nurse in the recovery room; time 
of transfer of patient to his own 
room, and condition on transfer; 
doctor’s recovery room orders; time 
patient regained consciousness; 
times of nausea and/or vomiting; 
administration of blood, plasma, sa- 
line, glucose with amount, time be- 
gun and reactions; any general ob- 
servations such as body tempera- 
ture, skin condition; therapy given 
such as medication, oxygen, etc., 
with amount and type; and con- 
cluded with the signature of the re- 
sponsible anesthetist. a 
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What Associations Are Doing 
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American Nurses’ 
Association 


® VICE-PRESIDENT Richard M. Nixon 
gets outsized copy of tag that will 
be worn early this year by thou- 
sands of professional nurses in con- 
nection with a nation-wide mem- 
bership promotion project of the 
American Nurses’ Association. Pre- 
senting the tag is Agnes Ohlson, 
R.N., of Hartford, Conn., president 
of the ANA. 


The association is seeking to boost 
its membership, currently 181,000, to 
more than 200,000 in order to give 
added strength to association efforts 
to improve standards of practice, 
promote the welfare of nurses and 
meet increasing demands for nurs- 
ing service. 

Constituent nurses’ associations in 
all forty-eight states, the District of 
Columbia and five territories are 
cooperating in the project which 
will include personal calls in Janu- 
ary on as many prospective mem- 
bers as possible. During that time, 
both old and new members will be 
asked to wear the tag. The vice- 
president wished the association 
“great success” and said he hopes 
“every professional nurse will soon 
be wearing one of these tags.” & 
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The Federal Hospital 
Council 


= The Federal Hospital Council has 
announced the appointment of two 
new members to serve four-year 
terms. They are Mr. Frank W. Ali- 
corn, Jr., Warm Springs, Ga., and 
His Excellency, The Most Reverend 
Joseph B. Brunini, of Jackson, Miss. 


Arizona Hospital 
Association 

- : 
= At the annual convention of the 
Arizona Hospital Association held in 
Phoenix, the following officers were 
elected: President—J. L. Cline, ad- 
ministrator of the Gila County Hos- 
pital, Globe; vice-president—Mrs. 
Florence L. Ladner, administrator 
Hoemake Cooperative Hospital, 
Casa Grande; secretary-treasurer— 
G. M. Hanner, administrator, Good 
Samaritan Hospital, Phoenix. 


The Kansas Hospital 
Association 


® The election of the Kansas Hos- 
pital Association’s new officers was 
held at Wichita. The following were 
elected: 

President—Austin J. Evans, Had- 
ley Memorial Hospital, Hays; presi- 
dent-elect—Sister M. Roberta, St. 
Elizabeth’s Mercy Hospital, Hutch- 
inson; vice-president—Ivan D. An- 
derson, Newman Memorial Hospital, 
Emporia; treasurer—Carl C. Lam- 
ley, Stormont-Vail Hospital, Topeka. 


South Dakota Hospital 
Association 


= Delegates to the South Dakota 
Hospital Association convention in 
Sioux Falls elected Horace Atkin, 
administrator of the Redfield Com- 
munity Memorial Hospital, presi- 
dent. Sister M. Rosaria of Yankton 
is president-elect, Stanley Costello, 
Aberdeen, vice-president, Zella 
Messner, Pierre, secretary-treasur- 
er, E. B. Morrison, former president, 
was elected an American Hospital 
Association delegate with Mother 
Cornelia, Aberdeen, as alternate. 
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Maryland-District of 
Columbia-Delaware 
Hospital Association 





= The newly elected president of 
the Maryland-District of Columbia- 
Delaware Hospital Association is 
Victor F. Ludewig, administrator, 
The George Washington University 

Hospital, Washington, D. C. ee 


Accounting Associate 


™ FLOYD K. MCTYIER of Downing- 
town, Pennsylvania, has been ap- 
pointed Accounting Associate on the 
staff of the Hospital Council of 
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American Nursing Home 
Association’s New Officers 






= President, Mr. Ira O. Wallace, 
New Castle, Ky.; first vice-presi- 
dent, Mrs. Florence Baltz, Washing- 
ton, Ill.; second vice-president, Mr. 
Lewis Gash, Newark, N. J.; third 
vice-president, Mr. Alton Barlow, 
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2 & New Concept 
in X-Ray Reading. 


Philco’s new EXICON system enables 
physicians to obtain significant infor- 
mation from X-ray negatives which 
otherwise might be beyond the thresh- 
did of human vision, 


Using advanced electronic tech- 
hiques, EXICON will enlarge selected 
ateas of any X-ray transparency... en- 
hance minute differences in gray-scale 
contrast. 


Details, formerly imperceptible in 
the X-ray, are contrast enhanced to 
improve visibility. Moderately opaque 
solutions can be followed more easily 
through the heart, blood vessels, and 
other organs. Information not readily 
‘pparent in X-ray negatives is more 


dearly visible with &xican® 
* * a 








You are cordially invited to visit Philco’s 
special Exicon demonstration at our 
laboratories. Call William F. Pigman 
at TEnnessee 9-4000 (Phila.) for your 
oppointment. 
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Canton, N.Y.; fourth vice-president, 
Mr. Clarence Reding, Fresno, Calif.; 
fifth vice-president, Mr. Charles 
Schmid, Tucson, Ariz.; secretary, 
Mr. J. T. Wheeler, Matthews, N. C.; 
treasurer, Mr. Morrill S. Ring, Med- 
ford, Mass.; historian, Mrs. Honour 
Huffman, Logansport, Ind. 


New Officers of the 
Vermont Hospital 
Association 


Left to right are: Ralph R. Betts, 

St. Albans, president-elect; Alex 

Nemeth, Rutland, secretary; Lester 

Richwagen, Burlington, president; 

and Frederick Hale, Burlington, 
treasurer. 


Hospital Association of 
Rhode Island 


Left to right: I. Herbert Scheffer, 
M.D., president of the Hospital As- 
sociation of Rhode Island and ex- 
ecutive director of Miriam Hospital, 
Providence; Mrs. Blanche Peterson 
Dott, charter member of the Associ- 
ation and former superintendent of 
Notre Dame Hospital, Central Falls; 
and Harmon P. B. Jordan, M.D., 
Association charter member and su- 
perintendent of Providence Lying- 
In-Hospital. 


Brazilian Hospital 
Association 


= The following officers were 
elected for a two-year term from 


1957 thru 1959: president, Dr, 
Theophilo de Almeida; vice-pregj- 
dent, Dr. Gastao Hugo Teixeira 
Lobao; executive director, Dr. Dir- 
ceu Eulalia; first secretary, Dr. Qs. 
car Macedo Soares; second secre- 
tary, Dr. Lydmar Ribeiro dos 
Santos; treasurer, Dr. Felinto de 
Bastos Coimbra. 8 





Internal Revenue Service 
Issues Advice 


“Amounts received from the Mayo 
Foundation and Mayo Properties 
Association as fellowship grants and 
cost-of-living allowances by doctors 
of medicine, referred to as “fellows,” 
who are studying for graduate de- 
grees at a clinic or hospital where 
they render no service, replace no 
personnel who would be employed 
on a salary basis, and perform no 
functions for the benefit of the 
grantor training institution, are ex- 
cludable from gross income under 
section 117 of the Internal Revenue 
Code of 1954.” This is Revenue Rul- 
ing 57-560. 
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Continued from page 52 

a lien is established, the form 
should be completed and filed. An 
original lien may be followed by 
an amended lien when the patient 
is discharged. If the patient re- 
mains in the hospital for a long 
time, it may be necessary to file 
more than one amended lien. 

The place most often designated 
for filing is in the office of the clerk 
of court in the county in which the 
hospital is located. The law may 
require a second filing to be in the 
county where. the accident occurred 
or perhaps in the county where the 
patient resides should it be differ- 
ent from that in which the hospital 
is located. Most laws require the 
hospital to send a copy of the lien 
to the liable party or parties if 
names are known or ascertainable 
and to the insurance carrier within 
a certain time after filing the lien. 
The time to do this varies from one 
to ten days following the act of filing 
the original. Like procedure is fol- 
lowed for supplement liens. 


Contents of Claim of Lien 


1. The name of the injured per- 
son to whom the services are 
rendered; 


2. The address of the injured 
person as shown upon the 
hospital records; 

3. The date when the injured 
person was admitted to the 
hospital and the date of re- 
lease, if he has been released 
at the time of filing of lien; 

4. The name, if known, of the 
party or parties alleged or 
claimed to be guilty of negli- 
gence causing the injuries, and 
the addresses, if known; 

5. Name and address of any per- 
son or corporation insuring the 
tort feasor against liability on 
account of negligence, if the 
same are known or ascertain- 
able; 

6. The name of any insurer liable 
for insurance to the injured 
person, if known; 

7. A statement of charges for the 
hospital services. 


Contents of claim of lien may 
show a variation according to each 
state statute. 


What Are the Elements of a 
Good Lien Law? 


The elements of a good lien law 
are designed to protect the hospital 
from financial loss while rendering 





service to an_ accident victim 
caused by another person’s negli- 
gence. Essential parts of an effec- 
tive hospital lien law include the 


following: 


1. Will define terms used in the 
law; 

2. Will specify types of owner- 
ship of hospitals affected by 
this law; 

3. Will give outline of procedure 
to follow in placing the lien 
and will allow for recovery of 
reasonable charges for services 
rendered by hospital to pa- 
tient affected by the lien 
statute; 

. Will outline a course of action 
to enforce a lien. 


r= 


A good lien law will be outlined 
in a manner which will show con- 
sideration for the patient and at 
the same time assure the hospital 
the protection needed to cover ex- 
penses involved in such cases. 


What Benefits Can Hospitals Expect 
to Get From a Good Lien Law 


A summary of the Dade County 
Hospital Lien Dockets gives a pic- 


Please turn to page 102 
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Central Service 





by Mary Helen Anderson, R.N. 


Central Service Question Box 


QUESTION: Is it practical to con- 


sider the purchase of an ultrasonic 
cleaning device for use in the Cen- 
tral Service department? 


ANSWER: The principle of ultra- 
sonic cleaning is not a new one—but 
new only in its adaptation to hos- 
pital uses. There certainly appears 
to be promise of real usefulness, es- 
pecially in processing surgical in- 
struments. Developments at present 
would seem to indicate a larger 
place for such equipment in the 
clean-up area of the surgical suite, 
or in the Central Service depart- 
ment charged with the responsibility 
for handling O.R. instruments. 
There is one thing certain—it is not 
the answer to all cleaning problems. 
The present models have definite 
limitations, and the _ reputable 
manufacturers will frankly state 
that there are items which cannot 
be cleaned by this method. It should 
also be remembered that ultrasonic 
cleaners are not sterilizers. Recom- 
mendation to the industry would be 
that more work needs to be done 
before there is an ultrasonic cleaner 
in every C.S.R. 


QUESTION: Is the switch to dis- 
posable needles and syringes recom- 
mended? 


ANSWER: This depends a little 
upon the philosophy of the hospital 
administrator. If charges are already 
made for the administration of 
hypodermic injections, the increase 
might be borne by the patient with- 
out any problem. From a safety 
standpoint, it would seem most 
definitely that one-use items would 
be advantageous over the re-proc- 
essed ones. However, if cost of labor 
is relatively low, it is still a little 
questionable whether or not the 
present items available can pass the 
economy test. It now appears that 
the disposable syringes with needles 
included in neat little packages are 
as inevitable as the earth satellite. 
Enough of these plastic missiles have 
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invaded the offices of the purchas- 
ing agents and C.S. supervisors to 
make it a certainty that non-ex- 
pendable syringes will one day take 
their place in C.S. oblivion along 
with handmade bandages and rub- 
ber intravenous tubing. The impor- 
tant thing at this point is that plastic 
syringe manufacturers go a little 
further into the research and study 
of these items so that they will meet 
all the needs. Competition will 
probably bring the price within 
reach of justification for “the big 
switch.” 


QUESTION: At the present time 
we do not have an automatic needle 
cleaner. Can you suggest a simple 
method for cleaning needles which 
is safe and economical? 


ANSWER: Mr. Peter Schilling, 
Central Service Supervisor at St. 
Luke’s Hospital, Saginaw, Michigan, 
describes an adaptation of his for 
needle cleaning. He explains that 
this was devised to meet the need of 
the interim period until disposable 
syringes and needles become a real- 
ity. 

Mr. Schilling has taken a board of 
34-inch oak, mounted on four-inch 
ends so that the working surface is 
4%4 inches above the table top. This 
enables the processing of any needle 
up to 414 inches in length. There are 
holes drilled in the board in rows 


Mr. Schilling operating the cleaner. 


A—Needle board with 96 spaces; 

B—Compressor; C—Distilled water; 

D—Detergent; E—Tubing; F— 
Adaptor. 


34 inch apart so that the hub of the 
needle may be held during proc- 
essing. The holes are counter-sunk 
at the top so that the shoulder of the 
needle fits snugly into the counter- 
sunk portion holding it firmly in 
place. The board was constructed 
to fit into a large pan with 14-inch 
sides. This acts as a receiving vessel 
for the solution passed through the 
needles. Mr. Schilling’s needle board 
contains 96 holes and, in actual test, 
his technicians have cleaned the 
hubs, washed and rinsed a_ board 
full in seven minutes. A compres- 
sor-aspirator passes detergent solu- 
tion and distilled water through the 
needles. Solution passes through 
rubber tubing on the end of which 
has been placed an ordinary needle 
adaptor. A two-holed stopper and 
glass tubing complete the apparatus. 
Mr. Schilling says, “The compressor 
forces air into the jar, creating pres- 
sure, which forces the solution up 
through the long glass tube and into 
the needle adaptor. The operator 
holds the hub of the needle with the 
thumb and forefinger of one hand. 
With the other hand he passes the 
needle adaptor from needle to 
needle. A plugged needle is instantly 
detected, and there is very little 
wasted motion.” 

Before the process mentioned 
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THROMBOSIS AND PULMONARY EMBOLISM 


Modern way to combat 
the fourth largest cause 
of hospital fatalities 





_ The case for T.E.D. elastic stockings as an improved, 








low-cost method of leg compression 


Pulmonary embolism today ranks 
fourth in incidence of hospital fatali- 
ties (perhaps it would be even higher 
if the cause of death were not often 
attributed to the accompanying 


maker of elastic stockings. 

The T.E.D. stocking can be ap- 
plied even by an unskilled nurse’s 
aid with the certainty that it will 
provide positive, even pressure (plus 
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An open letter to medical record librarians 


What's for Tomorrow? 


Dear MRL:— 


= EVERY NOW AND THEN some of us 
old gals decide that, although we 
will never KNOW everything there 
is to know about medical records, 
we have HEARD it all. Then along 
comes a piece of somebody else’s 
thinking, and we realize that our 
old professor was right. Said he to 
his secretary: 

“Bring me last year’s test ques- 
tions so we can give them to this 
year’s class.” 

She replied, “But professor, they’ll 
know the answers.” 

“Oh no, my dear,” he answered. 
“The questions may be the same but 
the answers have all changed.” 

Specifically, I picked up two ar- 
ticles from “Hospital Progress,” one, 
in a 1955 issue, by Charles Berry, 
administrator; one in 1956 by a 
school director, Sister Laurentia of 
Brooklyn, New York. They are 
truly analytical, probing, specula- 
tive, provocative, even controver- 
sial. 

After reading them, I began to 
wonder where we were headed in 
this remarkable young profession 
of ours. 

Mr. Berry states categorically 
that the AAMRL program must 
continue to be realistic if we are 
to realize the goal of making every 
hospital and staff exist solely for 
the patient. With that uncompli- 
cated little sentence, he tosses a 
bombshell into the surprised lap of 
the MRL. On US, on OUR program’s 
realism, he says, patient welfare as 
the primary goal, depends. 


This was presented at the annual con- 
ference of the Georgia Association of 
Medical Record Librarians. 


Had you considered yourself that 
important on the hospital team? 
Frankly, I am usually treated by 
the medical staff as a sort of super- 
nuisance tolerated only because it’s 
too much trouble to get rid of me. 
Once or twice they have almost 
made it, but I manage to stick 
around to haunt them. The admin- 
istration has been much more tol- 
erant in its acceptance of my so- 
called unreasonable whims, such as 
insisting on consultations and au- 
topsies and good medical minutes— 
but although I have a fairly in- 
flated idea of my own importance, 
in that I feel sure the whole hos- 
pital would screech to a halt if I 
walked out, I know this is merely 
an opium dream and I am really 
still around because nobody else 
has turned up in this vicinity. 


Importance of MRL 


But to return to my question— 
if you haven’t thought of yourself 
as quite that important, how about 
evaluating the situation and taking 
steps to be sure that you actually 
deserve Mr. Berry’s apparent con- 
fidence in our profession? If you 
wonder whether I might have mis- 
interpreted the gentleman’s state- 
ments, I quote: 


“I submit that in five years’ time 
the MRL will be recognized as an 
all important cog in the wheel that 
provides the impetus to any hos- 
pital organization. In many of our 
larger hospitals she will be rec- 
ognized not only as a department 
head but as an assistant adminis- 
trator. 


“I am going on record as saying 
that well-trained, experienced 
MRL’s can and will be expected to 
analyze medical records quan- 
titatively AND QUALITATIVELY 
. . . I am convinced that within 
prescribed limitations, they can do 
this in a way that will be welcomed 
by harrassed physicians ...” 


Do you feel competent to under- 
take these responsibilities? How 
conscientious are you, actually? If 
you know that Dr. Cross Patch just 
hates to be bothered for help in 
coding his diagnoses, do you make 
up something that will get by, be- 
cause nobody’s going to ask for it 
anyway, or do you tackle him as 
diplomatically as possible and get 
a true diagnosis? If your spelling 
is a little weak and you can’t man- 
age Osteochondritis Dissecans or 
osteopathia condensans disseminata, 
do you think, “Oh well, the doctor 
will correct that—” or do you spend 
a little extra time with the diction- 
ary? If the floor sends down a 
chart that isn’t signed out by the 
nursing service, do you think “It 
always makes them mad when I call 
them, better just let it get by—” or 
do you remember that a proper 
signature can save one of these 
gals a lot of grief in court, and send 
the chart back? 

Think things through and decide 
what you are and what you want 
to be, a clerk or a fully qualified, 
responsible, informed department 
head, who shoulders her own bur- 
dens, keeps learning, fights her own 
battles, knows her business, knows 
the limitations of her para-medical 
knowledge, asks for help as indi- 
cated, studies constantly to improve 
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Provides all service revenue totals at a touch of 


the motor bar! If you’re partial to the vertical charge distribution 
plan for patient billing, just look at the Burroughs 
Sensimatic’s ability to make the most of its 
inherent simplicity and low cost. 


A touch of the appropriate key, and the Sensimatic 
automatically identifies, in word or code, the 
charge on the form. For final proof and revenue 
distribution totals, you merely turn the Job 
Selector Knob and press the motor bar once. 


With a Sensimatic, even inexperienced personnel 
quickly master patient billing. For Sensimatic 
automatically makes many of the decisions for the 
operator as it swiftly prepares the statement. 

And in many cases a duplicate copy of this 
statement satisfies insurance requirements. 


The versatile Sensimatic will also handle your 
other accounting jobs. A flick of the knob 

and it switches from job to job quick as a wink, 
does each job automatically, thoroughly. 


See this workhorse of hospital accounting in action. 
Call our nearest branch for a demonstration. 
Burroughs Division, Burroughs Corporation, 
Detroit 32, Michigan. 


BURROUGHS SENSIMATIC 
Accounting Machines 


BURROUGHS AND SENSIMATIC ARE TRADEMARKS 


Burroughs 
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her ability to help hospital, doctor, 
and patient. 

Of course, this business of fighting 
your own battles may evoke a 
chuckle here and there. Mr. Berry 
may submit all he wants to about 
our potentialities, but I submit for 
my part that if I tried to assume 
any tone of authority with my 
medical staff, I would assume an- 
other role immediately, probably 
that of housewife only. 

However, water’s always coldest 
just before the thaw. 

My hospital is not affluent enough 
to afford an outside audit, and my 
staff doesn’t want to criticize each 
other’s work. So I’ve a long way to 
go to reach Mr. Berry’s medical 
audit, which he thinks will be a 
full-fledged partner of administra- 
tion and medicine within that 
charmed five years. of his. But my 
hospital is more progressive than 
some—a few days ago in came a 
visiting administrator, hunting a 
nice simple check-off type history 
and physical that somebody other 
than the doctor could get. We tried 
to explain that the history and 
physical are the responsibility of 
the doctor to the patient, and the 
governing board to the community, 
but he just smiled and said, “Well, 
mine WON’T DO THEM.” About 
then his MRL had better take a 
powder and head elsewhere if she 
really plans to be an MRL, or gird 
up her loins and start in on a real- 
ly intensive educational campaign! 

Mr. Berry does say he expects us 
to supplement, not supplant, medrec 
and medaudit committees of the 
staff. That is a relief—the future 
looked pretty black there for a 
minute—I still can’t see the .MRL 
in a position to tell a doctor where 
to head in. 


Interpret Statistics 


Then our good man moves into 
statistics. He says we will, in his 
conception, not only furnish them, 
but INTERPRET them—in short, be 
able to tell WHY they are what they 
are—“If occupancy is down, has Dr. 
K stopped using the hospital? Has 
a new drug reduced the length of 
stay? Has the incidence of any par- 
ticular disease decreased, cutting 
down admissions? Is this decrease 
local or state-wide?” 

In other words, we are going to 
be executives. A technician, Mr. B. 
points out, GATHERS facts. An ex- 
ecutive INTERPRETS them. “MRLs 
must start thinking of themselves 
as executives. They will be expected 
to be so,” he states firmly. Hurrah. 
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Maybe I'll have a secretary. That'll 
be the day! 

He adds, “There is a tendency 
for MRLs to become self-centered.” 
(This next just fascinates me—I 
wonder if he had his tongue in his 
cheek?) “They know theirs is the 
most important department and 
they believe they are not appre- 
ciated by other department heads.” 

He insists we enjoy this mar- 
tyrdom. 

He concludes: “The MRL of 1960 
will be expected to be a good ex- 
ecutive and an expert in her own 
profession.” 

There’s your star, MRLs. Hitch up 
your wagon to the nearest jet and 
get going. But before you get all 
puffed up with pride in us wonder- 
ful people, listen to Sister Laurentia. 
You'll be proud, puzzled, and rue- 
ful too. In fact, that’s the object of 
this whole pitch of mine—to make 
you think. What are you doing in 
your career? Are you making it.a 
career, or just a job? Do you work 
toward constant broadening of your 
frame of. reference, so that you can 
help your hospital and patients and 
doctors more, or do you just want 
to get the day over with and pick 
up your check? No good job is 
easy. No lazy human ever made a 
good MRL. It’s your own choice. 

I doubt if many really top MRLs 
are ever 100 percent popular and 
admired by their hospital families. 
You just can’t do a job that con- 
sists to a great extent of picking 
other people’s work to pieces and 
still maintain an aura of sweetness 
and light. 


God Loves MRL 


In fact, Sister Laurentia says it is 
a good thing God loves us, lots of 
people don’t. She states that in her 
personal observation, the MRL is 
the most unpopular person in the 
professional group around her. 

She lists a few who don’t like us, 
starting with the medical staff and 
continuing through administration, 
interns, house staff, head nurses, 
student nurses, social workers, 
business office, cashiers, and a few 
others. We are considered frustrated 
physicians who are too challenging, 
too demanding, often reproachful, 
too exacting, perfectionists, too ac- 
curate, often incomprehensible and 
at times impossible. 

What a fascinating group we must 
be. Certainly we will be off to 
heaven at the first toot of Gabriel’s 
horn; nobody with such responsi- 
bilities and woes could be expected 
to suffer on departing hence! 


Sister says MRLs feel inferior be. 
cause they have no direct contact 
with patients. I take issue with 
this. Neither do personnel, supply, 
purchasing, central service, and 
many others. The business office 
does when they extract the patient’s 
money from him, which is certainly 
not a salubrious relationship, but 
I don’t see the first sign of in- 
feriority among these people. | 
think we sometimes realize that in 
time of disaster, war, or other 
catastrophe, it would be our de- 
partment which could be dispensed 
with, and patient care would con- 
tinue. But even then we know that 
some sort of records will be kept. 
Men from the combat zones of the 
battle theaters in WW II came into 
our army hospitals with medical 
records buttoned to their tunics. 
Somebody has to tell the next man 
who, what, when, and how. That's 
us. 
Sister does say optimistically that 
a properly educated and qualified 
MRL is essential today for the suc- 
cessful operation of any hospital. 

I’ve decided we’re a cross between 
Mata Hari and Joan of Arc, with 
the charm of Cleopatra and the wis- 
dom of Portia. 

If you think you’re just an ordi- 
nary person trying to do a mod- 
erately difficult job as well as nec- 
essary, think again. Sister says: 
“The administrator has delegated to 
the MRL, the AUTHORITY to en- 
force policies relating to other de- 
partments.” 

May I say with awe, “Wow.” 

Not MY administrator. He knows 
his staff better than that. Our words 
are not “authority” and “enforce” 
and “you will”—they are diplomacy, 
tact, education, and “Will you?” I 
still work on the old assumptions 
that honey attracts more flies than 
vinegar, the soft answer turneth 
away wrath, and the use of feminine 
guile is better than that of author- 
itarian orders. 


Not Clerks Any More 


But I throw these challenges and 
statements your way for you to 
think about, talk about, chew on, 
and digest if you can. They may be 
a little fancy-free for our dear old 
tradition-bound Southland, they 
may be more than five years away 
for most of us but I do agree that 
we aren't just clerks anymore. 
We’ve responsibilities whether we 
like it or not. We can mean the dif- 
ference between a good hospital and 
a poor one, if we're diplomatic and 
persevering enough to educate our 
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THIS IS THE BARNSTEAD 
STILL YOU NEVER HAVE 


TO CLEAN. The Barnstead Conden- 
sate Feedback Purifier in addition 
produces extremely pure distilled water. 
The boiler steam which is used to heat 
the still is first condensed through a flash 
cooler. This water is then passed through 
a demineralizer, a carbon filtration unit 
and is then introduced into the evapora- 
tor of the still. Final distillation then re- 
moves all traces of bacteria, pyrogens, or- 
ganic matter etc. Demineralizer cartridge 
is changed infrequently. 


PUREST DISTILLED WATER 
AT 30 GALLONS PER HOUR 
Barnstead Model SSQ-30 produces the 
same high quality, pyrogen-free distilled 
water as smaller units. Suitable for all 
hospital purposes including central supply, 
pharmacy, and intravenous solutions. 


NEW LITERATURE. write for 
your copy of NEW Catalog “H”. It de- 
scribes Barnstead’s complete line of single, 
double & triple effect stills for the hospital 
in capacities of from % to 1000 gallons 
per hour. 


Rarnistead 


STILL & STERILIZER CO. 


BOSTON NEW YORK CLEVELAND 
JAmaica Kingsbridge ACademy 
4-3100 8-1557 6-6622 


CHICAGO PHILADELPHIA LOS ANGELES 
Wy LOcust RYan 


8-1796 1-9373 
JOHNSON CITY SAN FRANCISCO CHATTANOOGA 
3113 TEmplebar 6-5863 
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25 Lanesville Terrace, Boston 31, Mass. 
FIRST IN PURE WATER SINCE 1878 
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hospital family, we can protect our 
hospital in all echelons from the 
devious ways of the ever-encroach- 
ing legal entanglement. 

We can contribute to medical 
progress if we want to badly enough 
to study, ask, learn, go to meetings, 
listen when we're bored stiff for just 
that one kernel of knowledge which 
may add to our usefulness, read, 
reach out with our minds, make 
them exercise, keep them going. The 
medical profession will tell you your 
mind can keep on learning long 
after you’re too old to want to be 
working in the department of medi- 
cal records. 

These, then, are possibilities and 
probabilities to think about. Even 
Dr. MacEachern said that the MRL 
was perfectly capable of some quali- 
tative judgment, and should learn to 
exercise it. But LEARN—not just 
dive in head first. 

A long look into the future may 
not show you yourself as a big shot 
executive and assistant administra- 
tor. I don’t see me up there, but I do 
see many of us through the years 
climbing the endless stairs of learn- 
ing, always striving to achieve one 
more step in knowledge that will 
help our hospitals, and seeing below 
us, as we struggle toward the sum- 
mit, the ones who wouldn’t try, who 
didn’t care. Somehow they get 
smaller, and smaller, and smaller 
until finally they aren’t there at all. 

Pick up the torch, climb those 
stairs, mount the charger, join the 
battle, hitch your wagon to that jet 
—call it anything you want to. Let’s 
justify Dr. Mac, Sister Laurentia, 
Mr. Berry, ourselves, and our hos- 
pitals and show the world that i 
too, believe in ourselves. 

Sincerely 


Batty W. McNabb, CRL 


Phoebe Putney Memorial Hospital 
Albany, Georgia 





CENTRAL SERVICE 
Continued from page 78 


above, the needles are given routine 
care—soaking in detergent, disin- 
fected and then, as a last step, 
checked for dullness and_ burrs. 


QUESTION: What is the principle 


of gas sterilization? 


ANSWER: This time we are going 
to “continued in our next” routine. 
Next month there will be a com- 
plete article on the subject of gas 
sterilization principles. Don’t miss 
it! a 
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ELECTRIC PLANTS 


Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic, When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital—1,000 
to 75,000 watts A.C. 





f ’ 
Complete standby systems 
at lower cost 


Onan Vaco-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
@ considerable sav- 
ing. Check Onan be- 
fore you ‘specify. 











architect or 
engineer 


D.W. ONAN & SONS INC. 


3098 A University Avenue S. 
Minneapolis 14, Minnesota 


For more information, use postcard on page 145 
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TO MOVE EQUIPMENT 


USE COLSON QUALITY 
PRODUCTS & CASTERS 


Whether serving in surgery, administering treatments, wheeling patients or 
rolling materials and supplies, the complete COLSON line offers the finest 

in quality materials and workmanship. Built to the highest safety and 
durability standards and selected by leading hospitals 

and institutions throughout America for generations. 

New “basic unit” Colson folding wheel chairs feature 

interchangeable parts to meet every patients requirements. 

Surgical carts, wheel chairs, stretchers, oxygen tank trucks, 


blood pressure recorders, laundry 
trucks, food trucks and hundreds 
of other Colson time and money 
savers are fully described in the 
COLSON CATALOG... 

Send for one today! 


The Colson Corporation 
A Subsidiary of 
Great American Industries, Inc.—Elyria, Ohio 


® . 
Write to 


COLSON 
CORPORATION 
General Sales Offices 
Jonesboro, Arkansas 





Plants in: Jonesboro, Ark., Elyria, Ohio, 
Somerville, Mass., and Toronto, Canada 


For more information, use postcard on page 145 





TERENZIO 
Continued from page 54 


we realize how many governmental 
units, such as city, county and state, 
provide something toward the cost 
of the medically indigent patient 
load. The Mississippi Court made 
a distinction between a “grant” and 
a “donation” implying that a “grant” 
could have strings attached. This 
one did. 


Labor Law 


‘On the subject of Labor Law, 
collective bargaining and the like, 
we have had one recent case de- 
cided in 1956 which, to the best of 
my knowledge, is the first court de- 
cision involving nurses and hos- 
pitals and a local labor relations 
act with the State Nursing Associa- 
tion attempting to act as a collec- 
tive bargaining agent. This was the 
important Mid-Valley case decided 
in Pennsylvania last year. One 
thing is obvious these days and that 
is the right of voluntary hospitals 
to be excluded from the provisions 
of local and federal Labor Relations 
Acts are very frequently being put 
to test. Pennsylvania’s Mid-Valley 
case involved a hospital which dis- 
charged a nurse with the result 
that the Pennsylvania Nurses’ As- 
sociation intervened and attempted 
to invoke the provisions of the 
Pennsylvania Labor Relations Act 
by requesting a hearing before a 
Labor Relations Board holding it- 
self forth in the meanwhile as the 
bargaining agent of nursing in the 
state. The Hospital Association of 
Pennsylvania entered the case and 
contended that the Labor Relations 
Act had no applicability to vol- 
untary hospitals and that the La- 
bor Relations Board had no juris- 
diction whatever over the matter. 
The Labor Relations Board ruled 
in favor of the hospitals, refusing 
to accept jurisdiction. The case was 
appealed to the courts and again 
the position of the voluntary hos- 
pitals was upheld in a decision 
which stated that the Pennsylvania 
Labor Relations Act was passed to 
regulate industry and not charities. 
It is my understanding that the 
P.N.A. is seeking or has sought 
legislative relief as yet to no avail. 
While I hesitate to conclude that the 
Mid-Valley case indicates a trend, 
I am sure it is a step in the direc- 
tion of one. 


Consents 


One of the legal subjects which 
Please turn to page 93 
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Now everybody’s talking... 


about... closer control of cross infection 


Wider recognition of the current prob- 
lem of hospital-acquired infections is 
focusing new attention on ways and 
means of reducing this hazard to good 
patient care. Hospital and medical 
society meetings—and hospital, medical 
and surgical journals—are daily shed- 
ding new light on the varied aspects of 
the overall problem. 

In many hospitals, a special “com- 
mittee on cross infection” has been 
appointed to review practices and pro- 
cedures. In others, each department head 
is studying closely his or her own 
methods of operation. Few hospitals 
exist which are not giving some special 
thought to this highly current problem. 

Out of this critical evaluation has 
grown an awareness that environmental 
asepsis is a major weapon for cutting 
cross infection to a minimum. Applica- 
tion of continuous disinfection proce- 
dures from operating rooms through 
food service and laundry areas can be 
the means to changing the hospital’s 
entire experience with hospital-acquired 
respiratory, intestinal, urinary or post- 
operative wound infections. 


Take floors, for instance 


Floors offer a great opportunity for 
furthering the spread of infection. Micro- 
organisms settling to the floor are re- 
dispersed on dust particles or tracked 
through the hospital on shoes. Walls and 
ceilings as well can be reservoirs of 
potential infection. Lehn & Fink dis- 
infectants not only kill all the most 
common pathogens on contact but are 
continuously active against new contami- 
nants touching the disinfected surface 
for as long as a week later. 


While the patient is there 


Concurrent disinfection is practical 
whether or not the patient is “isolated.” 


(Advertisement) 
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in every part of the hospital 


Wiping of furniture and fixtures and 
damp mopping of floor, with a disinfect- 
ant, stop air- and floor-borne microbes 
at the source. 


In the operating room 


Lehn & Fink disinfectants have many 
applications here. Among them: mop- 
ping floors; cleaning grills, ducts, and 
coils of air conditioners; as standard 
equipment on the scrub-up cart; as a 
germicidal dip to remove gross contami- 
nation from gloves before their removal; 
to gather instruments into enroute to 
sterilizer. 

Other L & F disinfectant applications 
are many: for disinfection of instruments 
with lens systems, to wipe and store 
thermometers, to sanitize utensils, etc. In 
all instances, action is bactericidal, fun- 
gicidal and tuberculocidal. 


Which L & F disinfectant? 


Lysol®,O-syl®and Amphy]®dothesame 
disinfecting job. Any one of them kills 
bacteria, fungi, and TB bacilli efficiently, 
but each has individual characteristics. 


Lysol was far ahead of its time when 
introduced over sixty years ago. Recently 
the formula was improved; the odor was 
lightened and toxicity was reduced so 
that the “poison” label is no longer 
needed. Many hospitals prefer Lysol 
because of its long reputation for de- 
pendability. The characteristic odor is 
preferred by many for psychological 
reasons or as an indication that disin- 
fection with Lysol has just been done. 


O-syl is preferred by hospitals wanting 
all the germicidal efficiency of Lysol but 
without the odor. It is practically odor- 
less when diluted for use. Like Lysol, 
O-syl is highly concentrated. Only a 1% 
solution of either (1 part to 100 of 
water) is needed for most applications. 


Amphyl is also odorless when diluted 
for use. Convenience and low cost due 
to its high concentration often make 
Amphyl the disinfectant of choice. 
Amphyl is twice as powerful as Lysol 
or O-syl but does not cost twice as much. 
A %% solution (1 part in 200 of water) 
is sufficient for general disinfection so 
that the cost per gallon of “use dilution” 
is less than with Lysol or O-syl. When 
expected contamination is great, as in 
TB or isolation wards, Amphy] is often 
preferred. 


Let’s talk about it 


Solving the problem of environmental 
infection has been the business of Lehn 
& Fink since 1874. Solving such prob- 
lems arising in your own hospital usually 
takes more than talk—but perhaps you 
would like to discuss them with our tech- 
nical specialists. We can function as a 
part of your “committee on control of 
cross infection,” perhaps suggest proce- 
dures, and supply informational material 
for teaching purposes. At any rate, please 
ask us. Specially trained field service 
representatives as well as the technical 
staffs in our New York office and in our 
laboratories at Bloomfield, New Jersey, 
are available for consultation. 


Lehn & Fink disinfectants are available 
through your surgical supply dealer. 


If you want literature, samples, or assistance 


in setting up procedures, please write: 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION DIVISION 
445 PARK AVENUE, NEW YORK 22,N.¥) 


SPECIALISTS IN. ENVIRONMENTAL ASEPSIS 
@T.M. Rea, 


For more information, use postcard on page 145 85 
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Supervision of Construction — 


The Administrator Must Be There 


The Administrator’s Need to Represent Himself at the Site 


™ TO MAKE THE MOST of a new con- 
struction opportunity, the admin- 
istrator should be delegated full 
authority to represent the hospital 
in relationships with the architect, 
the consultant, and the contractor. 
He should have the latitude to ini- 
tiate or approve change orders as 
the work progresses, on the spot if 
necessary. Blueprints and specifica- 
tions can be altered if a good idea 
arrives a little late, but the finished 
structure cannot. The administrator 
is best able to distinguish between 
those changes which the Board will 
summarily approve, and those 
which are both elective and expen- 
sive, requiring advance rather than 
retroactive approval. 

Whether or not continuous super- 
vision be provided during hospital 
construction and how should be de- 
cided by the administrator. Archi- 
tects and consultants are not infalli- 
ble. Ultimately it is the administra- 
tor who must live with the errors 
and shortcomings once the work has 
been accepted. He is the one who 
must adjust, rearrange or com- 
promise if an area is not functional. 

Whether or not the project in- 
volves an entirely new plant or an 
addition to the old, it is impossible 
for the administrator to remain at 
the works continuously. The only 
way that he can assure that he will 
know what is transpiring, and that 
he will be called when necessary, 
is to station a deputy there who can 
tell him. 

By the terms of most contracts, 


Mr. Jacobs is assistant administrator of 


Louis A. Weiss Memorial Hospital, Chi- 
cago, Illinois. 


by Donald J. Jacobs, M.S.H.A. 


architects endeavor to provide a 
general supervision so as to protect 
against defects and deficiencies in 
the work of the contractor. But they 
do not guarantee the performance 
of their contracts. The contract im- 
plies that the architect make pe- 
riodic inspections of the construc- 
tion’s progress and that he be 
accessible at his office for construc- 
tional problems that arise from time 
to time. If continuous inspection is 
desired by the administrator, he 
must provide for it. 


Be on the Spot 


The importance of having some- 
one stationed permanently at the 
construction site is not so much to 
inspect the works as to be a liaison 
between the administrator and the 
contractor. The designing architect 
may be far away and each day the 
construction architect will be 
pressed by the contractor for in- 
structions about a host of details 
which requires some knowledge of 
how hospital work is done. The ad- 
ministrator must be prepared to help 
them arrive at decisions, often in a 
hurry, so that construction is not 
delayed. It is the administrator’s 
representative who separates the 
important from the trivial and noti- 
fies the administrator when it is 
necessary for him to come to the 
scene. 

By virtue of his responsibility in 
the project, it is logical that the 
administrator should wish to com- 
municate often with the foreman. 
Most administrators who have been 
through a building program prefer 


this intermediary type of arrange- 
ment. Because of the consequences 
resulting from faulty design and 
construction, an administrator 
would rather rely on his own ini- 
tiative than sit back and wait for 
the foreman or architect to call him 
in. There is no chance for second 
guessing in literally thousands of 
such decisions, large and _ small, 
which must be faced in the course 
of the project. The best chance for 
reaching correct, consistent conclu- 
sions lies in the administrator’s 
ability to set up the machinery that 
will keep him posted continuously 
on what is transpiring. 


Four Alternatives 


There are four possible alterna- 
tives for the administrator to con- 
sider if he desires continuous in- 
spection of the works. 

1. There is the professional clerk- 
of-the-works who is most frequent- 
ly hired by the architect but paid 
by the hospital. His credentials usu- 
ally indicate that he is also a 
mechanical engineer or an ex-con- 
struction foreman. Because of the 
relatively low pay and travel in- 
conveniences, this profession is 
rapidly becoming extinct. With the 
demand for engineers as it is today, 
the latter category is generally 
used. It is recommended by some 
experts in hospital building that 
unless the program is in excess of 
a million dollars, a hired clerk-of- 
the-works be considered and then 
with reservations. There are several 
disadvantages in paying for this 
type of supervision. First, it is an 
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* Let’s not clean away 


y 


dollars an man-hours 


with costly, inadequate floor care 


COMBINATION SCRUBBER-VAC! 


Wherever combination-machine-scrubbing is the practical solution 
to the floor-cleaning problem, any lesser, slower method is wasteful 
of money and manpower. A Combination Scrubber-V ac applies the 
cleanser, scrubs, flushes if required, and picks up (damp-dries the 
floor)—all in one operation! Maintenance men like the convenience 
of working with this single unit... the thoroughness with which it 
cleans... and the features that make the machine simple to operate. 
It’s self-propelled, and has a positive clutch. There are no switches 
to set for fast or slow — slight pressure of the hand on clutch lever 
adjusts speed to desired rate. The powerful vac performs quietly. 
Cable reel is self-winding. Finnell’s 213P Scrubber-Vac at left, an 
electric unit for heavy duty scrubbing of large-area floors, has a 
26-inch brush spread. Cleans up to 8,750 sq. ft. per hour (and more 
in some cases), depending upon condition of the floors, congestion, 
et cetera. (The machine can be leased or purchased.) 








Finnell makes Scrubber-Vac Machines in a full range 
of sizes, and gasoline or propane powered as well as 
electric models. From this complete line, you can 
choose the size and model that’s exactly right for 
your job (no need to over-buy or under-buy). It’s 
also good to know that a Finnell Floor Specialist 
and Engineer is nearby to help train your mainte- 
nance operators in the proper use of the machine... 
to recommend cleaning schedules for most effectual 
care...and to make periodic check-ups. For demon- 
stration, consultation, or literature, phone or write 
= nearest Finnell Branch or Finnell System, Inc., 2702 
(Powder Dispenser : y East Street, Elkhart, Indiana. Branch Offices in all 


psrecntiarnar Wind principal cities of the United States and Canada. 


BRANCHES 


FINNELL SYSTEM, INC. = more = IN ALL 


PRINCIPAL 
Oncginators of Power Scrubbing and Polishing Machines oor Lai anal: 
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NEW WAY TO 


Prevent Faucet Leaks! 


* 9 out of 10 washers are fastened with 
screws that are TOO LONG or SHORT. 
The screws quickly loosen; the loosened 
washers are destroyed thru grind and 
squeeze of opening and closing faucets. 


34 years of research uncovers 
new solution 


* Now, NEW (Patented) ‘Sexauer’ SELF- 
LOCK Monel screws, with an imbedded 
expanding NYLON PLUG, lock at the re- 
quired depth AUTOMATICALLY, hold 
washers FIRMLY! Made of rustproof, non- 
corroding Monel, heads don’t twist off, 
screw slots don’t distort. They are easily 

. Femoved when necessary, can be re-used 
repeatedly. 

* Used with NEW ‘Sexauer’ EASY-TITE 
faucet washers, they make a combination 
that outlasts past faucet repairs ““6-to-1"! 
EASY-TITES are made of super-tough, pli- 
able du Pont compound (neither rubber 
nor fibre) and reinforced, like a tire, with 
a vulcanized layer of Fiberglas. They re- 
sist distortion and splitting from shut- 
off grind and squeeze. 


Hidden costs of faucet leaks! 


Faucet leaks are costly! As authenticated 
by Hackensack, N. J. Water Co. and 
American Gas Association, stopping just 
ONE PIN-HOLE SIZE (1/32”) LEAK can 
reduce water waste 8,000 gal. quarterly. 
If a HOT WATER FAUCET LEAK, water 
and fuel savings JUMP to over $7.58 
QUARTERLY—plus additional savings on 
MATERIALS, LABOR and costly FIXTURE 
REPLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of the 
“SEXAUER” line of over 3000 TRIPLE- 
WEAR plumbing repair parts and Pat'd. 
precision tools. 

A “SEXAUER” Technician in your vi- 
cinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with you regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages—thus 
providing for efficient stock arrangement 
and control—all without obligation. 
WRITE TODAY! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF-28 
2503-05 Third Ave., New York 51, N. Y. 
Gentlemen: Please send me a copy 
of your NEW, 126 page catalog “H.” 


My Name Title 
Company or Institution 

City 

Zone State 

















added expense (minimum salary 
range of $600.00 to $1,000.00 per 
month); secondly, it sometimes de- 
velops that the clerk, because he is 
selected by the architect, is in sym- 
pathy with him and tends to protect 
his interests and, lastly, unless 
he is highly experienced in hospital 
construction, particularly in regard 
to adapting constructional adjust- 
ments and variations to the func- 
tional demands of a hospital, his 
value is greatly reduced. Because of 
the everchanging medical patterns 
of these times, this point creates an 
acute problem for the most skilled 
professionals in the hospital plan- 
ning field, much less someone far 
less trained. 

2. Station the hospital engineer 
at the construction site. There are 
several advantages to this sugges- 
tion. First, the engineer’s loyalty 
would be to the hospital; secondly, 
he should know construction and 
could recognize defects; and lastly, 
he would be conscious of hospital 
maintenance problems and would 
insist on proper installation. As a 
disadvantage, it would remove from 
his job a valuable member of the 
going organization and, hence, re- 
quire reshuffling of that department 
while he was preoccupied. 

3. Assign the task to some mem- 
ber of the administrative staff. He 
undoubtedly would not be as valu- 
able as the other two candidates in 
recognizing constructional defects. 
On the other hand, he would satisfy 
the desire of the administrator to 
have his own representative at the 
site. A member of the administrative 
staff who has had experience in 
hospital construction would be ideal 
for the job. Such people are hard to 
find. 

4. A new hospital (three years 
old) in the Chicago area is present- 
ly using a combination of the sec- 
ond and third alternatives. The 
chief engineer and the administra- 
tive assistant are performing the 
function concurrently. The engineer 
inspects the construction daily to 
see if specifications are being met 
and to insure workmanship. The 
assistant is stationed at the job per- 
manently. All problems of construc- 
tion that would concern the admin- 
istration are channeled through 
him. His functions are as follows: 
(a) he makes a daily report to the 
administrator on the progress of 
construction; (b) he contacts the 
administrator on special problems 
that require his personal inspection; 
(c) he makes a continuous inspec- 
tion of the works, and reports sus- 
picious constructional defects to the 
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engineer; (d) at the decorative 
stage of construction he makes a 
daily “gig” sheet which he presents 
to the foreman. Such items as holj- 
days in paint jobs, loose or poor 
wall papering, loose tile, chipped 
woodwork, and the like, are in. 
cluded in the list; (e) he follows 
through on change orders to see if 
the work is being performed ac.: 
cording to the new specifications; 
(f) he checks time cards of the 
workmen to see if the labor charges 
are in line; (g) he acts as host and 
escort for any visitors (members 
of the Board, medical staff or hos- 
pital employees) who wish to see 
the construction; (h) he assists the 
foreman in prodding subcontractors 
to perform their function on sched- 
ule. 

These are ways in which the ad- 
ministrator might represent himself 
at the construction site. It must not 
be implied that this is a “cure all” 
for successful supervision. It is im- 
perative that the administrator, 
himself, inspect from time to time. 
Not only must he participate in ad- 
justing constructional changes to 
functional demands, but he must set 
the pace for standards to be ad- 
hered to. There is no short cut to 
success in this venture. 

During actual construction, the 
administrator should maintain an 
organization of proper size to co- 
ordinate the activities of the archi- 
tect and the contractor with his own 
fundamental interests. His repre- 
sentative should have experience in 
the building industry and should be 
familiar with the owner’s problems. 
Furthermore, the administrator 
should be a diplomat and should be 
able to inspire the contractor and 
the men to do the kind of job that 
would cut maintenance costs. He 
should have the authority to make 
minor changes, with the concur- 
rence of the architect. Building pro- 
grams exposed to this effort will 
result in a much more satisfying 
hospital. & 





= My typist has gone on hir holi- 
day, 

My typist has gohn on a spree, 

Mx typish hap gone oh hyr holiduy, 

O gring bacq my hypist to me 

Bling bac% oK Sring back, 

Oh bynk b4ck my tipisth to mi,-» 
tu mo, 

Btung bicq ocsling 8ack, 

Oh Blynck ba” K mg % pys? 
to m4. 

Odaern! a 

—From The Efficiency Magazine 
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Continued from page 49 


At Council Bluffs, Iowa, (photo 
13) where 15 of the 30 patients in 
a home for the aged died in. Feb- 
ruary, 1956, the ratio of attendants 
to patients was one to three. Sure- 
ly there should have been no loss 
of life here if the number of at- 
tendants was a critical factor. Much 
more critical was the fact that the 
10 attendants had not been schooled 
in the proper steps to take in case 
of fire. Perhaps the fact that seven 
of the 10 had been hired on a pro- 
bationary basis from a school for 
feeble minded had something to 
do with their lack of training. 

The fire started in the first story 
at noontime and was discovered 
promptly. I will hazard the opinion 
that not a life would have been 
lost had the attendants proceeded 
to remove the first floor patients in 
a systematic manner and had they 
kept the door at the head of the 
stairs to the second story shut. 
These steps were not taken with 
the result that several first floor 
and most of the second story pa- 
tients were trapped and both stories 
were enveloped by smoke and fire 
when the first fire company ar- 
rived. 

From this fire it should not be 
inferred that the practical answer 
for fire safety in existing nursing 
homes is a large number of well- 
trained attendants. Nothing could be 
more impractical. The practical an- 
swer is spelled out in the Building 
Exits Code—a minimum of two 
well-trained and competent at- 
tendants and patients confined to 
the first story unless the building 


Georgia State Fire Law was adopted 
there have been no fire losses in a 
nursing or convalescent home in the 
State of Georgia. 

In Louisiana, complete sprinkler 
protection is required in all com- 
bustible nursing homes. Records of 
the past year and a half in Louisi- 
ana show that there have been three 
fires in sprinklered nursing homes 
and that in each instance sprinklers 
extinguished the fire and no one 
was injured. 

Since 1954 in Lexington, Kentuc- 
ky, patients have not been per- 
mitted above the first floor of a 
combustible building unless the 
building is completely sprinklered. 

California, as in all fire safety 
matters, is in the vanguard when 
it comes to providing safe places 
for its old folks to live. The state’s 
regulations as spelled out in Title 
19 of the California Administrative 
Code are predicated on the fact that 
the height and fire-resistive quali- 
ties of the building have a direct 
bearing on the safety of the occu- 
pants. For example, patients can- 
not be housed above the first floor 
of combustible buildings or above 
the second floor of buildings of one- 
hour fire resistance. When addi- 
tional protection, such as a sprin- 


kler system, heat-activated fire 
alarm system, enclosed stairways 
and vertical shafts are provided 
the limitations may be relaxed by 
the inspection authority. Since Jan- 
uary 1, 1957, every nursing home 
housing six or more patients must 
be protected by a listed and ap- 
proved automatic fire detection sys- 
tem unless the building is of Class 
I or Class II fire-resistive construc- 
tion or unless it is completely 
sprinklered. 

Georgia; Louisiana; Lexington, 
Kentucky; California—these are 
four examples of what has and can 
be done to provide old folks with 
a safe place to live. It is not coinci- 
dence that none of these four were 
represented in the list of fatal nurs- 
ing home fires. The people of these 
states and one city have accepted 
their responsibility to protect the 
aged occupants of nursing homes 
from death by fire. Have you? # 





# IN 1900 influenza and pneumonia 
took a toll of 80 persons per 100,000 
population in the young adult ages 
(15 to 44), according to Health In- 
formation Foundation. By 1955 
mortality from these causes had 
dropped to around 4 per 100,000 
persons in the same age group. §& 
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with Geerpres 


Geerpres wringers ‘‘baby”’ 

mops while they wring them dry. 

Powerful interlocking gearing 

smoothly squeezes water out without 

splashing. Mops never need to be 

twisted and enclosed moving parts 
never tear mop strings loose. 


is completely sprinklered. 

“FLOOR-PRINCE” 

Mopping outfit for 
mops to 24 oz. 


Some Safe Places to Live 
Exploitation of the aged by those 
in the business of providing places 
for old folks to live is prevalent 
throughout a large part of the 
United States and Canada. These 
fires you have been reviewing 
should leave no doubt as to the 
validity of that assertion. But you 
will be glad to learn that there are 
some areas where a real effort has 
been made to provide safe places 
for old folks to live. Here are four 
outstanding examples. 
The Georgia State Fire Law of 
1949 required the Georgia State 
Fire Marshal to provide adequate 
fire safety regulations throughout 
the state. The Fire Marshal has 
adopted the NFPA Building Exits 
Code as his regulations. Since the 


Electroplated wringers and galvanized or 
Stainless steel buckets end rust—last for 
years. No wasted effort pushing Geerpres 

buckets around—they roll at a touch on quiet, 
rubber-wheeled ball-bearing casters. 


Take it easy on your mops and yourself. Get 
Geerpres mopping equipment. Single and 
twin-tank models plus complete accessories, 
Ask your jobber for details. 


WRINGER, INC. 
P.O. BOX 658, MUSKEGON, MICH. mum, 
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Housekeeping 











The Elements of Institutional 
Sanitation Personnel Facilities 








= my topic, “Personnel Facili- 
ties”, covers a very extensive area. 
It is usually the executive house- 
keeper’s responsibility to supervise 
the scheduling and performance of 
all cleaning assignments in cafe- 
terias, dining rooms private and 
public; employee and public loung- 
es; employee first aid clinics, all 
restrooms and locker rooms for em- 
ployees and the general public, 
sewing rooms and general store- 
rooms. 

In my particular case the main 
kitchen and patient floor kitchens 
and dining rooms are cleaned and 
maintained by the dietary depart- 
ment, with an assist from us in some 
special cleaning procedures, perhaps 
once a month. However, the toilet 
facilities, locker rooms and lounge 
areas of the dietary department are 
maintained and serviced by the 
housekeeping department. This, of 
course, is but a small part of the 
overall cleaning problem assigned 
to housekeeping. 

The general slogan at our hos- 
pital encompassing every depart- 
ment is “care for the patient first.” 
This is especially true in the sani- 
tation field as we are acutely aware 
of the great importance of cleanli- 
ness throughout the entire hospital. 
Cleaning is usually thought to be 
sweeping and mopping. This is a 
very small part of the completed 


Mrs. Schoener is executive housekeeper at 
the Roswell Park Memorial Institute, Buffalo, 
N.Y. 

This paper was presented at the First 
International Sanitation Maintenance Show 
and Conference. 


by Mrs. Ruth M. Schoener 


job. Most people have at one time 
or another entered a hospital either 
as a patient or visitor. You may ad- 
mire a beautiful entrance, modern 
offices, indirect lighting, profes- 
sional atmosphere, but your main 
concern is bound to be — “How 
clean is it?” 

I would like to define for you the 
various procedures involved in the 
order of their importance. First and 
foremost we must maintain the 
toilet and shower facilities of our 
maintenance personnel immaculate. 
Good workers must have clean fa- 
cilities. We cannot expect a maid or 
porter to do an adequate job in any 
area if his or her personal area is 
not scrupulously clean. This rule 
encompasses all personnel facilities 
throughout the hospital or institu- 
tion. 

Too many times, we find house- 
keeping and maintenance depart- 
ments relegated to the darkest cor- 
ner, the dingiest, most unattractive 
area of the building. I could quote 
many instances where this is the 
case. To many people, a maid or 
porter is just a “mop-pusher”. All 
too frequently these people are ig- 
nored by administration. I make this 
point because I know how important 
it is to have efficient, well-trained 
people to do the countless jobs ex- 
pected of housekeeping relative to 
hospital sanitation. 


Personal Areas 


We, at Roswell Park, are fortu- 
nate in having an administrative 
staff who recognize the importance 
of these two departments. Conse- 
quently, we have clean, modern fa- 
cilities, a well-furnished lounge area 
and enjoy the same fine service 
given to other departments. To be 
sure, many of our great new hos- 
pitals are recognizing the impor- 
tance of the field of sanitation and 
the employees who maintain the 
hospitals. However, there are many 
yet to be converted. 

Proper cleaning of toilets and 
locker rooms demand certain estab- 
lished routines. We use a liquid soap 
with a germicidal action. We have 
an especial responsibility to guard 
against contagious germs. Ventila- 
tion is frequently a major problem, 
so we must provide air-freshener 
and odor destroying products. How- 
ever, it is important to remember 
that toilets and urinals properly 
cleaned will not present an odor 
problem. Not the least of our prob- 
lem is the carelessness of individ- 
uals in using facilities. Recognition 
of this fact demands a constant pro- 
gram of instruction in proper care. 
The general public is notoriously 
careless in their regard for public 
facilities and very frequently, de- 
spite adequate signs, we find the 
public using employee facilities. 
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“A Now Concept * : 


IN MODERN CLEANING ...” 





TORNADO 


SERIES 300 


QUIET TYPE 
VACUUM CLEANER 


This newly developed Tornado vacuum cleaner 
brings a new speed, efficiency and mobility 
into institutional and industrial cleaning. 








Inside this compact internal filter machine, 
suction speeds up to 375 MPH are developed 
to assure one-stroke pickup. 


What’s more it picks up anything from dust 
to metal chips—water, suds or oil. 


Move the Tornado 300 with ease on casters 
or use the carrier with 10” rear wheels and handle 
to negotiate stairs and uneven floors. 


Whether you’re cleaning from floor to ceiling 

in maintenance or using suction cleaning on the 
production line, you’re in for a big, pleasant 
surprise when you see the Tornado 300 in action. 


Want to see the Tornado 300 in action? Just drop a line and we'll send a 


i to demonstrate in your plant or place of business. Write For Bulletin 879 





FOR INDUSTRY FOR INSTITUTIONS 


5138 N. RAVENSWOOD AVE. 
CHICAGO 40, ILLINOIS 
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Eating Areas 


Now let us consider dining areas 
and employee cafeterias; here our 
responsibility is very clearly de- 
fined. People are emphatic about 
cleanliness of lounge and eating 
areas. We are confronted with the 
problem of controlling flies and 
other insects always attracted by 
the preparation of food. This de- 
mands a_ never-ending offensive 
against these pests. We cannot 
afford to relax. Insects thrive on 
dirt, and foul odors attract them. 
Removal of waste material prompt- 


ly is of paramount importance. Nev- 
er to be neglected is the daily clean- 
ing and disinfecting of all garbage 
and refuse containers. 
Pest-control is a very important 
aspect of sanitation. Many people 
never think of pest-control in rela- 
tion to maintenance of personnel fa- 
cilities. Food-spillage is an ever- 
present problem, making necessary 
a cleaning schedule somewhat dif- 
ferent from that of other areas. 
General daily cleaning is required, 
but many times return visits are 
needed to take care of any spillage 
or problems peculiar to food prep- 
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aration and serving. Nothing but 
the best is appropriate for dining 
areas, cafeterias, lounge areas, and 
locker-room and toilet facilities in 
an institution. 

Employee first aid areas present 
peculiar problems in cleaning and 
maintenance. We must be prepared 
to cope with countless unusual sit- 
uations. The professional staff deals 
with anything from a common cold 
or headache to a serious internal 
injury, acute appendix, concussion 
and innumerable injuries common 
to industrial and institutional oper- 
ation. Housekeeping must be pre- 
pared to move in immediately to 
care for spillage of medicines, usu- 
ally something that stains if not im- 
mediately removed. We must know 
how to remove oil or grease from 
rubber, iodine, acid and so many 
other materials. Good flooring is 
costly and proper maintenance de- 
cides whether that floor gives max- 
imum service or needs replacement. 
A highly flexible cleaning schedule 
is maintained constantly in first 
aid areas in order to assure prompt, 
efficient coverage where it is so 
vitally important. 


Materials 


Considering maintenance and ma- 
terials brings us to another phase of 
this diversified topic. Personnel are 
given a specific work schedule ap- 
plicable to their particular area. All 
schedules must allow for a certain 
amount of flexibility. Hospitals are 
places of emergency; personnel 
must be trained to cope with all 
known emergencies and given in- 
struction for the very unusual in- 
cidents that invariably make up an 
average work day. 

The best materials and the best 
equipment are the cheapest. During 
the past ten years the cleaning cost 
per square foot per annum in a 
typical hospital has jumped from 
approximately $.18 per square foot 
to approximately $.60 per square 
foot. This is an astounding increase. 
You might consider that about 10 
percent of this figure is absorbed by 
materials and equipment, leaving 
the balance for labor. An unbeliev- 
able amount of money is expended 
annually in the United States for 
sanitation. The accepted figure is 
roughly 2.5 billion dollars. This fig- 
ure should prove beyond a doubt 
that our field of operation deserves 
recognition. Dollars and cents talk 
and we are big business. 

Structural planning is all-impor- 
tant in my job responsibility. The 
design and planning of every area 
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can affect the cleaning costs and 
most especially the man-hours re- 
quired for competent care. Since 
labor is considered to absorb 90 
percent of the entire cost of sanita- 
tion, the importance of having our 
lounges, toilets, and shower facilities 
designed with the purpose of cutting 
down man-hours and thus reducing 
the cost of maintenance becomes 
important to management. In public 
and employee rest rooms, suspen- 
sion of all facilities, leaving the floor 
unobstructed, allows cleaning time 
to be cut in half. 

There is definite need for con- 
sultation between those who design 
buildings and those whose respon- 
sibility it is to clean and maintain. 
We can prove by hours saved and 
cleaning procedures simplified be- 
cause of proper planning, the great 
advantage in a meeting of those who 
build and those who maintain, pre- 
vious to the building. All too fre- 
quently, serious errors are made 
that cannot be rectified without tear- 
ing out walls or windows and relo- 
cating washbasins, towel containers 
and similar equipment. 

Safety and sanitation go hand-in- 
hand. Industrial accidents cost in- 
dustry millions of dollars yearly. 
Even as we teach proper cleaning 
methods, proper use of equipment, 
economical use of materials, we 
must teach safety in every phase of 
our work. It is easy to recall a seri- 
ous injury and even death sustained 
by slipping on a wet floor or an im- 
properly waxed floor. 


Credo of Housekeeping 


Personnel facilities is not an in- 
dependent topic. It is a subject syn- 
chronized with many others. 

Says my good friend Sydney 
Brierley of Eastman Kodak, “Sani- 
tation is a way of life.” Let me add 
that it is an honored profession, not 
a job, but a profession. As long as I 
am able I shall attempt to advance 
this profession, I shall continue to 
study, to observe, to learn about 
hew products, new methods, any- 
thing that will help me maintain a 
cleaner, more competently run hos- 
pital My work is important and I 
am proud of it. I am needed and 
every man and woman I am privi- 
leged to direct is needed. We are 
performing an indispensable service 
to humanity. This is especially ap- 
parent in a hospital where cleanli- 
hess means so very much to those 
who are ill, both in body and in 
spirit. . 

I count it a privilege to be em- 
ployed in the field of sanitation and 
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I shall fight unceasingly to bring 
housekeeping and maintenance out 
of the basement, out of the dismal 
quarters so often thrust upon us. 
Let us put them where they belong, 
in a respected and appreciated posi- 
tion where they will enjoy job sat- 
isfaction and find pride in the ac- 
complishments this work produces, 
a clean hospital, grateful public, in 
turn, the certain knowledge that 
they too are vitally needed. The 
door is open, the steps lead upward, 
and each of us here today can con- 
tribute something toward adding 
dignity and professional status to 
Industrial Sanitation. It is my sin- 
cere hope that I may have contrib- 
uted some small part to that dig- 
nity, and if I have, I am very grate- 
ful, for sanitation to me is very defi- 
nitely a Way of Life. a 





TERENZIO 
Continued from page 84 


has a very practical application to 
every day hospital administration 
is the subject of consents, especially 
consents for treatment, for opera- 
tion and for autopsies. 

With respect to consents to per- 
form an operation, generally speak- 
ing, I think that most of us have 
worked on the principle that with 
minors, the parents or at least a 
parent, must sign a consent form. 
There is a recent Ohio case (Lacey 
v. Laird—1956) in which the pa- 
tient was an unemancipated 18- 
year-old girl and the court held her 
consent to be valid even without 
her parents’ consent. The trial court 
had held that there was no legal 
consent because the parents had 
not given their consent. The case 
was appealed, however, and while 
the minority opinion in the high 
court was in line with the reason- 
ing generally accepted throughout 
the United States—that since the 
parents have the liability to support 
the child they should have been 
consulted—the majority of the court 
on the other hand held that an 
unemancipated minor capable of 
understanding the consequences of 
an act may legally consent to com- 
mission of the act. One thing about 
the case, though, that was confusing 
was that the court referred to a 
“simple” operation and then evaded 
the question of what is a simple op- 
eration as opposed to a complicated 
one. This means that, at least in 
Ohio, a mature minor or one who 
presumably understands the nature 
of the act of consent and the nature 
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Not until power blackouts strike and 
such vital equipment as lights, x-ray, 
elevators, iron lungs, heating, refrigera- 
tion, ventilation, communication and 
other apparatus ceases to function does 
one realize the danger to patients and 
costly losses that could yours if 
you’re caught unprepared. 


ee ee ee 
is sound assurance all 
vital electrical equip- 
ment will continue to 


operate without inter- 
ruption, in spite 


Standby Power 

Plants available 

in sizes up to 100 WRITE 
KW... up to 400 TODAY FOR 
KW on request. DETAILS! 


KATOLIGHT CORPORATION 


Box 891-86 Mankato, Minnesota 


HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM 





i THE OPERATING UNIT | 
1’ OF THIS HOSPITAL WAS GIVEN} 
i IN LOVING MEMORY OI] 

1] JOSEPH BROWN WHITEHEAD.JR fi 
| 1950 


SNE eT meeneminadindl 
aE ESR ERTS 


SURPRISINGLY LOW COST 
Everlasting beauty. Free design service. 


Hospitals from coast to coast have gotten the 
best for less because of our unsurpassed facili- 
ties and years of nationwide experience. It will 
pay you to look over our new catalog, prepared 
especially for our increasing clientele in the 
hospital field. Why not send for it today...now! 


Room and Door Plaques 
Directional Signs 
Dedicatory Plaques 
Memorial Plaques 
Building Facade Letters 
Plaques to Stimulate 
Fund Raising 
“Bronze Tablet Headquarters” 


UNITED STATES BRONZE 
SIGH CO., INC. 
101 W. 31st St., Dept. HM, N. Y. 1, N. Y. 
Plant at Woodside, L. 1. 
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Food and Dietetics 





For economy, nutrition, and variety ... 


Use Rice With Your Lenten Meals 


™ MEATLESS meals are _ simplified 
when rice is a definite part of the 
menu plan. Rice combines well with 
seafood, gives dishes a sturdy, stick- 
to-the-ribs quality sometimes lack- 
ing in luncheons and dinners in 
which meats have been omitted. 
Rice cuts the cost of expensive fish 
or shrimp, carries the flavor of the 
accompanying sauces, and gives the 
dishes, of which it is a part, a 
pleasing consistency. 

If you buy rice in bulk in unpro- 
tected cloth bags, it should be 
washed in cold water before cook- 
ing. Clean packaged rice needs no 
washing and unnecessary washing 
should be avoided as it removes a 
portion of the food value. 

Several methods of cooking rice 
have been tested and approved by 
the Rice Consumer Service. 


Wire Net Basket Method 


Two and one-half pounds of un- 
cooked rice will yield sufficient 
cooked rice to serve 25 three-ounce 
portions or approximately five 
quarts of cooked rice. 

Place uncooked rice in a fine 
wire net basket. Rinse slightly with 
cold running water and immerse 
basket in a large kettle of rapidly 
boiling water, slightly salted. Cook 
until rice grains are tender. A great 
deal of the water should be ab- 
sorbed and the cooking time will 
be from 18 to 20 minutes, depend- 
ing upon the moisture content of 
the rice. At the end of this cooking 
period lift the basket from the cook- 
ing kettle, allow surplus water to 
drain away, shaking the basket 
lightly to keep rice from packing. 
Pour into shallow oiled baking pan 
and set pan in the oven at very low 
temperature (approximately 200°F.) 
or in steamer until serving time. 
The preferable manner is to cook 
rice by steaming until tender but 


From the Rice Consumer Service, Inc., 
Louisville, Kentucky. 


94 


the procedure outlined is more ac- 
ceptable to chefs and gives an ex- 
cellent product. Cooked rice must 
always present a snowy, white, 
fluffy appearance with every grain 
whole and well separated from each 
other. Never allow rice to be packed 
into a heavy container or to be 
stirred during the cooking period. 


Cooking Rice in Steam 
Jacketed Kettles 


Amount per serving: 4% cup 
portions. 





Ingredients 100 500 
Servings Servings 
Amount Amount 
or Weight or Weight 





Water, hot 10quarts 10 gallons 
Rice 8pounds 40 pounds 
Salt 6tblspoons 314 cups 

Size of 20 gallon 40 gallon 

steam 

jacketed 

kettles 


Method For Preparing 100 Serv- 
ings: To 10 quarts hot water add 8 
pounds of rice and 6 tablespoons 
salt. Turn steamer to No. 10 (boil). 
When steam comes up, continue 
cooking for 5 minutes. Turn thermo- 
stat down to No. 6, (180° F.) and 
cook for 10 minutes. Turn off heat. 
Lift steamer lid and steam dry for 
10 minutes. 

Method For Preparing 500 Serv- 
ings: To 10 gallons hot water add 
40 pounds of rice and 3% cups salt. 
Turn steamer thermostat to No. 10 
(boil). When steam comes up, con- 
tinue cooking for 5 minutes. Turn 
thermostat down to No. 6 (180° F.) 
and cook for 10 minutes. Turn off 
heat. Lift steamer lid and steam dry 
for 10 minutes. This recipe was de- 
veloped with Southern Type Long 
Grain Rice. This method is rec- 
ommended for 100 or 500 servings. 





Oven Steaming Method 


Amount per serving: 2% ounces. 





Ingredients 25 50 
Servings Servings 
Amount Amount 
or Weight or Weight 





Water 14% quarts 3 quarts 
Salt 1% ounce 1 ounce 
Butter 2 ounces 4 ounces 
Rice 1 quart 2 quarts 


To assure superior steamed rice, 
you must follow this recipe exactly. 
You must have a well-built (heavy) 
pot that has a tightly fitting cover. 
The pot should have one-gallon 
capacity and not over 144-gallon 
capacity for 25 serving amount and 
two-or three-gallon capacity for 50 
servings. The diameter of the pot 
should be greater than the depth. 
Put butter and salt into water— 
bring to boiling point. Add rice that 
was previously washed in cold 
water and strained. Place well- 
fitting cover on pot and place into 
pre-heated oven 400° F. for 20 min- 
utes, then remove to moderately 
warm place and let it steam for 20 
minutes without ever removing the 
cover during the 40 minutes of op- 
eration. 


Stock Pot Steamer Method 


Amount per serving: 14 cup 








portions. 
Ingredients 25 100 
Servings Servings 
a Amount Amount 
= or Weight or Weight 
Water The Stock 10 quarts 
(hot) Pot Method 
is not 
Rice recommended 8 pounds 
Salt for less than 6 tblspoons 
100 servings. be 
Please turn to page 98 : 
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the most 
versatile conveyor 
ever built! 


New Variable Capacity FOODVEYOR 
serves either 18,20, 22 or 24 


Now one food conveyor, the new Blickman Food- 
veyor, has the versatility of four, thanks to Blick- 
man’s exclusive new concept of “variable capacity”. 
Now the cold compartment can be adapted to serve 
any number of patients from 18 to 24. Capacity 
increases or decreases simply by changing sets of 
non-tilt tray racks. Your conveyor load is governed 
only by your own weekly or daily feeding require- 
ments. And that’s not all. Here are just a few of 
the other advantages you get with the exclusive 
Foodveyor: 


e Mechanical forced air refrigeration system cools 
instantly to 40°. % hp compressor cools faster than 


your refrigerator. Does away with need for cold 
plates, deep freezers or pre-freezing. 

e Spacious heated compartment. Fully insulated 
heated compartment contains 8 easy-glide drawers 
with room on each for 3 nine-inch dinner plates and 
3 bouillon cups. Thermostatic control keeps cooked 
foods oven-fresh and piping hot. 

e Stainless steel construction for lifetime service. 
Foodveyor is constructed of stainless steel inside 
and out. Tray slides and heated drawers are fabri- 
cated of heavy gauge lightweight aluminum. 

Only Blickman makes the revolutionary new Food- 

veyor. For full information see your Blickman dealer 

or write S. Blickman, Inc., 1602 Gregory Avenue, 

Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


Look for this symbol of quality Biieqinina 
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Be M j Doily Surprise 
a a ° Lace two small doilies together with 


ribbon, yarn, or decorative string, 

° Before lacing is complete fill inside 
Valentine with a cookie, candy bits, gum or 
some surprise. Tie lacing with a 
bow. A red heart centered makes 


eee cookie and a Valentine. 


candy tray favors 


(I> 








Wooden Spoon Lady 


Using a ball point pen, draw fea- 

tures, as patterned, on convex side 

of wooden spoon. Tint hair and 

cheeks with food coloring or water 

color paints. “Paste” on cookie with 

butter frosting. Let frosting dry be- a a oe 

fore serving. by Mary Haley, editorial assistant. 





The purity, the 
wholesomeness, 
the quality of 
| Cfeler- Ore) 1S 
refreshment has helped 
eta: make Coke the 
best-loved sparkling 


oldie) @lam-limeat-mielaien 


DRINK 


(al di 


SIGN OF GOOD TASTE 
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CONTROL 
YOUR 
FOOD 
COSTS... 


UNIFORM 
PORTIONS 


Hall Casseroles make portion control automatic. The 
capacity of the dish assures uniform servings of the 
desired size—no need to depend upon the server's 
skill. Hall ware also provides an opportunity to 
prepare economical recipes which appeal to patients. 
Write for Bulletin SM-1. 


THE HALL CHINA COMPANY + EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 





OVAL FISH CASSEROLE 
ALSO AVAILABLE! 


HALL CHA OCIA 


METAL- 
Secret Process HALL CHINA plated with OVAL CASSEROLE—HANDLED 
lustrous nickel-chrome by a secret process. 


Write for Bulletin MC-65 
Hs INDIVIDUAL STEW POT—HANDLED 
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RICE 
Continued from page 94 


For preparing rice use 14-quart 
stock pot. To 10 quarts hot water 
add 8 pounds of rice and 6 table- 
spoons salt. Turn steamer to No. 10 
(boil). When steam comes up, con- 
tinue cooking for 5 minutes. Turn 
thermostat down to No. 6 (180° F.) 
and cook for 10 minutes. Turn off 
heat. Lift steamer lid and steam dry 
for 10 minutes. 

This recipe was developed with 
Southern Type Long Grain Rice. 
Unless you have cooked rice by a 
method in which the water and 
rice are measured and the time 
gaged exactly, you cannot know 
what an excellent product it is pos- 
sible to obtain. Remember, it is of 
utmost importance in cooking rice 
that the lid be removed and the 
steam be allowed to escape before 
removing the rice. 


Special Electric Range Method 


Amount per serving: 4% cup. 


Ingredients 25 , 50 
Servings Servings 
Amount Amount 
or Weight or Weight 


Rice 4 cups 8 cups 

Salt 4teaspoons 8 teaspoons 

Water 1% quarts 3quarts 
(cold) 

Size of 8 to 10 

sauce pan quarts 


Add uncooked rice and salt to 
cold water in a saucepan and cover 
with a tight fitting lid. Set on a 
high heat until it boils vigorously. 
Reduce heat as low as possible un- 
til all water is absorbed (approxi- 
mately 7 minutes). Turn off heat. 
Remove lid. Permit rice to steam 
dry to desired consistency. This 
produces a very fluffy but firm 
grain. 

This recipe was developed with 
Southern Type Long Grain Rice. 
Since the electric unit holds the 
heat longer and the adjustment of 
the cooking temperature is slower 
than on a range with a flame, rice 
cookery with electricity is a little 
different procedure. 








6 quarts 








Quick Brown Rice 


® A BROWN RICE that cooks in one 
third the time of the old-fashioned 
brown rice is now available in ten 
western states. It has a new full- 
bodied nutty flavor, is vitamin en- 
riched, and may be used in any 
recipe calling for rice. = 


Creamed Shrimps and Mushrooms 
on Rice 


Amount per serving: Serving 5 
ounces creamed shrimp on 5 
ounces rice. 

Ingredients 25 50 
Servings Servings 
Amount Amount 
or Weight or Weight 


4pounds §8pounds 








Shrimp 

(raw) 
Mushrooms 21 pounds 

(caps) 
Butter 
Medium 
cream 
sauce 
Rice 
cooked-hot 

Cook and clean shrimps. Be sure 
to remove canal from backs of 
shrimps. Saute mushrooms and 
shrimps separately in butter until 
done. Combine with hot cream 
sauce. Serve over hot rice. 


5 pounds 


1% pound 
6 quarts 


3 ounces 
3 quarts 


2quarts 4 quarts 





Rice Croquettes with Surprise Center 


Amount per serving: 4 ounces. 


Ingredients 25 50 
Servings Servings 

y=am==" Amount Amount 
or Weight or Weight 


2% quarts 4% quarts 








Rice 
(cooked) 
Eggs 4 8 
(slightly 
beaten) 
Salt 2tblspoons 4 tblspoons 
Pepper 14 teaspoon 1 teaspoon 
Cheese 2 pounds 4 pounds 
(soft) 





For Rolling 
Croquettes 
Fine bread 
crumbs or 
cracker 
meal 
Eggs 
(beaten) 


Cook and cool rice. Add eggs, 
slightly beaten, salt and pepper to 
rice and mix well. Form cheese into 
small balls. Cover these with rice 
mixture on all sides. Dip in fine 
crumbs or cracker meal, beaten egg 
and again in crumbs. Fry in hot 
deep fat until golden brown. Serve 
hot with tomato sauce (which can 
be bought ready to serve in 8-ounce 
cans) or serve plain with a sprig 
of parsley as a garnish. 

Croquettes may be made ahead 
of time and stored in the refrigera- 
tor, but be sure they are room tem- 
perature before frying. 


1 pound 2 pounds 





Corn Cutlets With Rice 


Amount per serving: 2/5 cup 
(use a No. 10 scoop). 





— 


Ingredients 25 50 
Servings Servings 
Amount Amount 
or Weight _ or Weight 


5 cups 





Cream- 
style corn 
Rice 
(cooked) 
Onion 
(grated) 
Salt 2teaspoons 3 teaspoons 
Pepper % teaspoon 1 teaspoon 
Egg 4 
(slightly 
beaten) 
Fine bread 
crumbs 


10 cups _ 


8 cups 1 gallon 


% cup 1 cup 


2 cups 4 cups 





Mix corn with rice, onions, salt 
and pepper. Add egg mixing well. 
Chill in refrigerator at least one 
hour. Shape into cutlets using a 
No. 10 scoop. Roll in bread crumbs 
and chill again if cutlets are very 
soft. Fry in small amount of hot 
fat in skillet until golden brown. 

The second chilling of the cutlets 
is very helpful in securing a prod- 
uct that will fry well. The cutlets 
should be fried while they are still 
chilled. In order to save time, cut- 
lets may be made up the day before 
they are to be served. 


Rice and Celery Soup 


Amount per serving: 1 cup 


Ingredients 25 50 
Servings Servings 
Amount Amount 
or Weight or Weight 








Celery 

tops 

Celery 

Onion 

Rice 
(uncooked) 

Salt 2% 5 

tablespoons tablespoons 
% teaspoon 1 teaspoon 
2%4 quarts 5% quarts 


3 cups 6 cups 
1% cups 3 cups 
1% medium 3 medium 

lcup 2 cups 


Pepper 
Boiling 
water 
Milk 23%, quarts 514 quarts 
Butter or 2 6 
margarine tablespoons tablespoons 





Chop celery tops fine, and cut 
up celery stalks into small pieces. 
Cook” rice with celery in boiling 
water. Add onion and seasonings. 
Cook 30 minutes. Add milk and but- 
ter or margarine, and heat thor- 
oughly. a 
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GARTLAND 
Continued from page 51 


ment of the Commission on Chronic 
Illness illustrates these points: 
“Adequacy of the physical plant 
can only be measured in terms of 
the functions to be performed. A 
facility which cares for bedfast 
patients who need much skilled 
nursing requires space and 
equipment for a staff of nurses 
to carry on their work. One 
which houses patients who are 
ambulatory much of the time 
may need less elaborate provi- 
sions for nursing care but more 
space for patient recreation.” 
The library provides for readers 
who want or who are able to sit at 
tables. It also provides for those 
who want to sit in a lounge chair 
or on an upholstered settee. Mini- 
mum requirements are as follows: 


1. A library reader requires 25 
sq. ft.’ 

2. A round table 42 in. in diam- 
eter seats four readers and 
utilizes 100 sq. ft. of floor 
space. 

3. A rectangular table 36 in. by 
60 in. for four readers requires 
100 sq. ft. 

4. A comfortable chair costs no 
more and takes no more space 
than a chair and a segment of 
a table. A three-seat uphol- 
stered settee requires 75 sq. ft. 

An example of a situation where 

approximately 700 sq. ft. of space 
was available for readers, the seat- 
ing could be as follows: 


1. Four of the round tables 
would require 400 sq. ft. of 
floor space and would seat 16 
readers. 

2. One of the rectangular tables 
would seat four readers and 
would require 100 sq. ft. 

3. Twenty readers at_ tables 
would require 500 sq. ft. 

4. Four lounge chairs would seat 
four and require 100 sq. ft. 
5. The settee seating three re- 

quires 75 sq. ft. 

6. Total space for readers—675 
sq. ft. and providing seats for 
27 readers in the library and 


for participating in library 
activities. 
The above space factors for 


readers may be used for both- the 
patients’ and medical library. If 27 
patients in the library appear to be 
the correct gauge of the library pro- 
grams’ scope, then the above ex- 
ample may be applicable. Of course, 
the data may be employed in any 
combination of seating requirements 
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to meet the need of the particular 
circumstances. In the library, con- 
sideration must also be given to ad- 
ditional space allowances for neces- 
sary library equipment such as 
charging desk, card catalog, diction- 
ary stand, newspaper rack, book 
cart for use on the wards and book 
cart for holding books to be shelved 
in the library. 

There are no hard and fast rules 
governing the allocation of space for 
library offices, storage areas, and 
workroom. For planning space in 
the workroom, accepted practice al- 


lows 100 sq. ft. per worker, includ- 
ing desks, aisles, typewriters.’ 
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AMERICA'S LEADING COFFEE 


for Restaurants, Hotels and Institutions 
CHICAGO + BROOKLYN * TOLEDO + SEATTLE 




















Monthly Menus 


Saturday 


Sunday 


Monday 

















] Baked rhubarb 2 Grapefruit. sections 3 Applesauce — 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 4 
3 minute egg Crisp bacon . Baked egg 
f 4 
Breakfast Toast Blueberry muffins Toast 
. e e 
Braised short ribs of beef a ~ gravy Smothered steak 
Browned potatoes Whol k a Potato cakes 
Di Zucchini, creole Ps “etek Bc ecaind French style green beans 
inner Avacado salad - Roquefort dressing Sonaed oh ns elo Orange date salad 
Cranberry bread pudding ee Pecan bars 
* a ce 
Cream of spinach soup r 
Mushroom bisque California fruit plate with Chilled fruit juice 
S Pork tenderloin cottage cheese Toasted cheese - ham rollup 
upper Whipped potatoes Ford hook limas Cottage potatoes 
Fiesta salad Pocketbook roll Tomato lettuce salad 
Apple Betty, de luxe Chocolate pudding Fruit compote 
Pineapple tidbits Frozen berries Grapefruit half —_ 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Scrambled epg Bacon curls Griddle cakes 1 
oast Ul k ru 
Breakfast Walnut coffee cake Syrup 
e e e 
Yankee pot roast Braised sirloin tips - Calves liver with bacon 
Golden brown potatoes mushroom sauce Delmonico potatoes 
. Sauteed okra Potato cakes Creole celery 
Dinner Tomato escarole salad fore Cabbage and carrot slaw 
Peach nut custard Strawberry ice cream Caramel sponge 
a e & 
Vegetable soup Noodle soup Swiss potato soup 
Su er Stuffed green pepper Tongue and cheese sandwich Hamburg pattie 
pp Cubed carrots Potato sticks Cornbread 
Citrus fruit salad Frozen fruit salad Tossed salad greens 
Silver cup cake Oatmeal cookies Rhubarb cream tart 
Cherry juice Orange tidbits Fruit nectar 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Bacon curls Oven French toast 3 minute egg 18 
Raisin toast Jell Toast 
Breakfast , 
e « e 
1 Roast leg of lamb, currant jelly 
Stuffed flank steak Chicken, Southern style Potatoes rissole 
Franconia potatoes Buttered noodles Wax beans 
Dinner Califone au gratin Aare gar fee} Apricot macaroon salad 
ates codaen pinwheel sala “pocrtay tick er iy Chocolate ice box cookies 
e € 
e Vegetable beef soup 
Potato pimiento soup Assorted luncheon meats 
Su er Bouillon Salisbury steak Baked potato 
PP Meat pie with biscuit topping Corn pudding Tomato wedge and 
Vegetable relish salad Indian relish hard cooked egg salad 
Golden cup cake Blueberry buckle Baked rice pudding 
Orange juice Baked apple Grapefruit segments 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 5 
Poached egg Canadian — Scrambled egg 
Danish coffee twist 
Breakfast Tomst anish coffee twi Toast 
e 5 e 
Meat balls - mushroom sauce Broiled lamb chop Roast fresh ham 
Potato cakes Mashed potatoes Candied sweet potatoes 
Di Julienne green beans New whole carrots in cream Fresh peas 
inner Tossed salad greens Tomato aspic salad Fruit layer salad 
Cherry roly-poly Pineapple ice cream Blackberry pudding 
e e e 
Chilled fruit juice Vegetable soup Split pea soup 
Su er Chicken sandwich au gratin Assorted meat and cheese plate Grilled weiners 
PP Dutch potato salad French fried potatoes Lima bean casserole 
Broccoli Cole slaw Garden salad 
Apricot whip Pear halves Fruit cup 
some 
Don't neglect your Valentine trays. There are so many ways to incorporate the 
traditional red and white of the day, from tomato juice served on lacy white pd 


doilies to white sheet cake iced a bright red . . . there is ham, gelatine, cherries, 


aspic, rosy baked apples, cranberry sherbet, red raspberries, red peppers, red 


cabbage so be red-y. 
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Tuesday 


Wednesday 


... February 1958 


Thursday 


Friday 





eal 


Kadota figs 
Hot or ready to eat cereal 
Poached egg on toast 


Cushion roast of lamb 
Potato souffle 

Garden peas 

Lettuce - herb dressing 
Cherry cobbler 


Creole soup 

Jellied veal loaf 
Lattice potatoes 
Stuffed celery salad 
Butterscotch Charlotte 


Apple raspberry juice 

Hot or ready to eat cereal 
Crisp bacon 

Pecan roll 


Cranberry coated ham slice 
Sweet potato surprise 
Buttered carrots and celery 
Citrus fruit pinwheel salad 
Pompadour pudding 


Celery soup 

Spaghetti with meat sauce 

Mixed greens; oil and 
vinegar dressing 

Royal Anne cherries 


Apricot nectar 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Breaded veal cutlet 

Riced potatoes 

Carrots in cream 

Lettuce wedge - French dressing 
Peppermint stick ice cream 


Vegetable soup 
Grilled luncheon meat 
Baked potato 
Tomato slices 

Orange chiffon tart 


Bananas in cream 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Golden crusted perch - tartar sauce 
Buttered potato balls 

Swiss chard 

Grated beet salad 

Gingerbread cup cake 


Tomato clam soup 

Cheese rarebit with bacon 
Julienne vegetable salad 
Pineapple crunch 





1 Apple juice 
Hot or ready to eat cereal 
Shirred egg 
Toast 


Beef a la mode 
Browned potatoes 
Diced beets 

Fresh fruit salad 
Coconut wafers 


Corn chowder 

Canadian bacon 

Lima beans and corn 
Macedoine salad 

Fruit whip - custard sauce 


Grape nectar 

Hot or ready to eat cereal 
French toast 

Preserves 


Spanish pork chop 
Mashed potatoes 
Summer squash 


Red and white cabbage salad 


Lemon custard in 
graham cracker crust 


Bouillon 

Ham and cheese turnover 
Duchess potatoes 
Vegetable salad 

Date bar 


Sliced bananas 

Hot or ready to eat cereal 
Poached egg 

Toasted roll 


Mock chicken leg 
Whipped potatoes 
Harvard beets 
Celery cabbage 
Ice cream sundae 


French onion soup 
Frizzled beef on rusk 
Baked Idaho potato 
Shredded lettuce - 

Russian dressing 
Cream puff 


Pineapple juice 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Baked trout 

Parsley buttered potatoes 
Fresh spinach mound 

Orange endive salad 

Heart shaped raspberry gelatine 
Sugar cookies 


Lentil soup 
Smoked salmon 
Potato croquettes 
Fruit salad 
Grapenut custard 





Grapefruit half 

Hot or ready to eat cereal 
Crisp bacon 

Orange coffee cake 


Hawaiian ham slices 
Mashed potatoes 
Hubbard squash 
Chiffonade salad 
Banana cream pie 


Consomme with parsley 
Chicken a la king cn noodles 
Golden glow salad 

Cornflake pudding 


Citrus fruit juice 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Roast stuffed veal 

Parsley buttered potatoes 
Peas and carrots 

Beet relish salad 

Butter pecan ice cream 


Oxtail soup 

Savory meat loaf 
Potatoes au gratin 
Fresh fruit salad 
Ice box pudding 


Stewed rhubarb 

Hot or ready to eat cereal 
Omelet 

Toast 


Broiled spring chicken 
Mashed potatoes 

Cream style corn 

Radish roses - celery curls 
Refrigerator cheese cake 


Hot vegetable juice 

Cold sliced roast beef 

Potato salad 

Piccalilli 

Old fashioned strawberry shortcake 


Purple plums 

Hot or ready to eat cereal 
Buckwheat cakes 

Syrup 


Baked perch with lemon slice 
Escalloped potatoes 

Broccoli 

Ambrosia salad 

Marmalade Bavarian 


Alphabet soup 

Egg celery sandwiches 
Potato sticks 

Banana nut salad 
Whole peeled apricots 





Stewed apricots 

Hot or ready to eat cereal 
3 minute egg 

Toast croutons 


Country style round steak 
Potatoes in jackets 

Sliced beets in orange sauce 
Tossed salad greens 

Date nut torte 


Clear tomato soup 
Shepherds’ pie 

Brussels sprouts 
Pickled crabapple salad 
Angel food cake 


Grape juice 

Hot ur ready to eat cereal 
Omelet 

Toast 


Beef roast 

Oven browned potatoes 
Summer squash 

Beet and egg salad 
Norwegian prune pudding 


Bouillon 

Swedish meat balls 
Creamed diced potatoes 
Mexican salad 

Baked custard 


Kadota figs 

Hot or ready to eat cereal 
Link sausage 

Toasted English muffin 


Individual meat pie 
Julienne carrots 

Orange watercress salad 
Raspberry ice 


Vegetable soup 

Cubed steak sandwich 

Potato chips 

Celery cabbage 

Cherry pinwheel - lemon sauce 


Banana slices 

Hot or ready to eat cereal 
French toast 

Jelly 


Curried shrimp and rice 

Cut green beans 

Peach half with cottage cheese 
Chocolate marshmallow roll 


Cream of asparagus soup 

Hot devilled eggs - tomato wedges 
Cottage potatoes 

Wilted endive 

Fruit cocktail 





Canned and 
frozen peas 
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Canned and 


frozen corn 


Potatoes 


Apples 


Dried prunes 


Filberts 


Peanut products 
Pork 
Milk 











RADIN 
Continued from page 77 
ture of benefits to the nine partici- 
pating hospitals. 

The yearly amounts recorded in 
the last column were satisfied be- 


tween the time the law went into 
effect and May, 1956, when first sur- 
vey was made, not necessarily dur- 
ing the year of recording. The 1956 
figures were compiled as of March, 


liens during the year, more than 7 
percent applied to liens filed pre. 
vious to 1956. 

Comments 


The need for a hospital lien law 


1957. Of the $135,253.03 of satisfied 
seems to be well established since 


more than half of the states in the 
union have such a law. Two or 
three other states have a hospital 
lien law pending. 

An educational program to ac- 
quaint hospital executives with the 
procedures of action in utilizing the 
protective device at hand would as- 


Amount 
satisfied 
$ 12,924.59 
53,227.85 
38,674.18 
66,242.53 
42,973.58 


Amt. liens Liens 
filed satisfied 

$ 22,771.88 36 
92,883.55 133 
76,349.20 103 
182,079.47 171 
202,779.69 132 
243,435.07 113 


No. liens 
filed 





135,253.03 
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Famous Idaho quality 
in each quick-frozen 
piece, packed 6 bags 
to carton (32 Ibs.) for 
easy portion control. 
Make 210 or more 
servings per carton 
with steam chest or 
kettle. Also excellent 
for hash browns. 


QUICK FROZEN 


Dry milk solids are 
added to this quality 
Simplot product for 
even richer flavor. 
Your preparation time 
shortened by the ric- 
ing process. 6 bags 
per 30-lb. carton 
make 175 generous 
servings. Complete in- 
structions in each case. 


PRODUCTS 
4. RB SIMPLOT CO. Caldwell, Idaho 


QUICK FROZEN 
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sure more hospitals of reaping 
benefits and reducing their ac- 
counts receivable. The experience of 
Dade County, Florida, is an illus- 
tration of what has been accom- 
plished with organized effort through 
the enactment and operation of a 
hospital lien law. 

It is believed the tax payers of a 
community and state would support 
such legislation if they realized it 
lessens the burden of taxes and puts 
the responsibility on the liable party 
to pay for carelessness and neglect 
to citizens of a community who 
must be hospitalized as a result of 
injury caused by others. Too often 
the tax payer, the charitable organ- 
ization, or the paying patient has 
been saddled with this added ex- 
pense. 

There is a need for periodical re- 
view of legislation to make amend- 
ments in keeping with current 
changes. B 
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Libraries and Accreditation.” Hos- 
pital Progress 38(Pt. II):396-403, 
February 1957. 

4“Management Guides, Libraries- 
Patients’; Medical; School of Nurs- 
ing, Objectives and Standards.” 
Hospitals 29(Pt. IL): 471-474, August 
1955. 

5Galvin, Hoyt R. and Deveraux, 
Kathryn, A.: Planning a Library 
Building. American Library Associ- 
ation, Chicago, 1955. p. 5. 

‘Commission on Chronic Illness. 
Care of the Long-Term Patient, 
Chronic Illness in the United States, 
Volume II. Cambridge, Harvard 
University Press, 1956. p. 179. 

"Wright, Wyllis E., Editor: Amer- 
ican Library Annual for 1956-1957. 
R. R. Bowker Company, New York, 
1957. p. 123. 

8Herbert, Clara W.: Personnel 
Administration in’ Public Libraries. 
American Library Association, Chi- 
cago, 1939. p. 84. 
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of the operation, should give con- 
sent to the performance of the op- 
eration. It would seem that the best 
advice would be to get the consent 
of both the minor and the parent 
where possible in such situations. 
In a Nevada case” involving a 
consent to perform an operation, 
a court has held that a consent to 
perform an operation was invalid 
where technical language was used 
which was beyond the compre- 
hension of the consenting party and 
where no attempt was made to ex- 
plain it to the patient. It might be 
well to point out this this case in- 
volved an adult, not a minor. 


Religious Objections 


Going back to the question of 
blood transfusions for a moment, 
it is safe to say that many hos- 
pital administrators have been 
perplexed by the problem of wheth- 
er or not to get a written consent 
to give an infusion or transfusion 
or whether you can imply consent 
on the theory that the patient con- 
sents to any routine treatment in- 
cluding infusions and blood trans- 
fusions when he is_ hospitalized. 
There have been to my knowledge 
two very interesting cases, one in 
New Jersey and one in Illinois, in- 
volving exchange blood transfusions 
of infants with erythroblastosis. In 
both cases the parents objected to 
the transfusions for religious rea- 
sons. The law recognized in each 
case the legal right of the parents 
to withhold consent to perform the 
transfusions and yet recognized the 
need for action to save a life with 
the result that in both cases a court 
was petitioned to withdraw the 
children from the custody of their 
parents and to place them in the 
custody of a welfare agency which 
then granted permission to perform 
the transfusions to save the infants’ 
lives. 

Another trend which is becoming 
obvious in the matter of consents 
involves Consents for Autopsies. 
Hospitals have always been ham- 
pered by the Common Law rules 
with respect to autopsies, particu- 
larly the rule requiring the permis- 
Sion of all of the relatives of equal 
kinship, for example, with surviving 
children. Many states have recently 
passed statutes governing autopsies. 
All of them provide that the signa- 
ture of one relative of a class shall 
be sufficient if that relative is of 
the class of closest kinship to the 
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deceased and if that relative as- 
sumes responsibility for burial ar- 
rangements. These statutes have 
been passed by a combination of 
effort on the part of hospital asso- 
ciations, medical and pathological 
societies. You should consult the 
statutes of your own state. 

The cases just reviewed may help 
to give some idea of the trends that 
seem to be developing in the law 
of hospitals. Most of us face the 
prospect of increased activity in 
this important facet of our work 
and it is well for all of us to keep 
abreast of recent legal thinking and 
to be prepared accordingly. 


‘McDonald v. Massachusetts Gen- 
eral Hospital 120 Mass. 432. 
*Durney v. St. Francis Hospital, Inc. 
83A. (2d) 753. 

"Wendt v. Servite Fathers 332 Ill. 
App. 618; 76 N. E. (2d) 342. 
‘Moore v. Moyle 405 Ill. 555, 92 N. E. 
(2d) 81. 

‘Thomas v. Broadlands Community 
Consolidated School District 348 Ill. 
App. 567, 109 N. E. (2d) 636. 
‘Haynes v. Presbyterian Hospital 
Assn. 45 N. W. (2d) 5. 

‘Ray v. Tucson Medical Center 72 
Ariz. 22, 230 P (2d) 220. 


*Mississippi Baptist Hospital v. 
Holmes 212 Miss. 564, 55 So. (2d) 
142. 

*Pierce v. Yakima Valley Memorial 
Hospital Assn. 260P (2d) 765. 
*Avellone v. St. John’s Hospital 5 
CCH Neg. Cases (2d) 1192-Ohio. 
“Berg v. New York Society for the 
Relief of the Ruptured and Crippled 
1 N. Y. 2d 499 (see later decisions 
on this case, HOSPITAL MANAGE- 
MENT, Dec. 1956, p. 64). 

"Bond v. City of Pittsburgh 368 Pa. 
404, 84A (2d) 328. 

“Jones v. Baylor Hospital 5 CCH 
Neg. cases (2d) 280. 

“Forrest v. Red Cross Hospital 265 
S. W. (2d) 80. 

*“Necolayff v. General Hospital 61 
N.Y.S. (2d) 832-270 App. Div. 648- 
1946. 

“California, Florida, Idaho, Iowa, 
Ohio and West Virginia. 
"Connecticut, Virginia, New York, 
North Carolina. 

“Lee v. Memorial Hospital Founda- 
tion et al. State of Mississippi, Clay 
County, Fourteenth Judicial Dis- 
trict, No. 6598, 1956. (see later de- 
cision on this case, HOSPITAL MAN- 
AGEMENT, Oct. 1956, p. 66). 

“Corn v. French 5 CCH Neg. Cases 
(2d) 356. a 
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Serve it hot. Serve it cold. And never again worry about breakage costs! 
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More Comfort for the Patient 
More Time for the Nurse 


with the new 








all-electric 


“PUSH-BUTTON’ Hilow Bed 


Hill-Rom Safety Sides do not inter- 
fere with use of the patient control 
panel. 


Procedure Manual No. 3— 

“Hilow Beds,” by Alice L. 

Price, &.N., M.A., Nurse 

Consultant for Hill-Rom. 
1 Copies for student nurses 
1, and graduate nurse staff 
) will be sent on request. 


@ This new Hill-Rom Hilow Bed 
—the first all-electric Hilow Bed— 
saves nurses many unnecessary 
trips to the patient room or unit. 
The patient can adjust the back- 
rest and kneerest, whenever de- 
sired, for greater comfort. The 
nurse is not needed for routine 
spring adjustments. If patient con- 
trol is not desirable, the nurse 
merely needs to flip the “‘cut-out”’ 
switches on the motor unit. All 
switches are mechanically inter- 
locked—no two pushbuttons can 
be operated at the same time. 

For complete information on this 
or any of the three other Hill-Rom 
Hilow Beds, write for Procedure 
Manual No. 3. 


HILL-ROM COMPANY, INC. «- Batesville, indiana 
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Standards of the Joint 
Commission on Accreditation 
of Hospitals 


Emergency Room 


® AS HOSPITALS have become more 
and more the focal point of medical 
care in a community, the services 
rendered by this department have 
gained importance. The Standards 
state that if a hospital maintains this 
service, and all hospitals except 
very specialized ones should, the 
following is necessary: 


a. There shall be a well-organized 
department directed by qualified 
personnel and integrated with other 
departments of the hospital. 


b. Facilities shall be provided to as- 
sure prompt diagnosis and emer- 
gency treatment. 


c. There shall be adequate medical 
and nursing personnel available at 
all times. 


d. Adequate medical records on 
every patient must be kept. 


e. There shall be a written plan for 
the care of mass casualties and this 
plan should be coordinated with the 
inpatient and outpatient services of 
the hospital. 


In several hospitals surveyed, it 
has been noted that nurses are 
treating and prescribing for patients 
in the emergency room. No physi- 
cian sees the patient. This is abso- 
lutely wrong. The hospital is guilty 
of wrongdoing by allowing a non- 
physician to practice medicine. Seri- 
ous legal consequences could result. 

Many hospitals are found with 
very poor emergency room records. 
Emergency room cases frequently 
become court or compensation cases. 
The good emergency room record 
should contain proper identification, 
short history of the disease or in- 
jury, physical findings, laboratory 
and X-Ray reports if performed, 
record of treatment, prognosis and 
disposition of the case. This record 
must be authenticated by the physi- 
cian rendering the service. 

A plan, rehearsed at least twice a 
year, for the reception, care and 
evacuation of mass casualties is 
mandatory for all hospitals. It has 
been a requirement of the Joint 
Commission for two years. An un- 
prepared hospital, in case of a com- 
munity catastrophe, fails itself and 
fails its community. Hospitals not 
having a definite written rehearsed 
plan are strongly criticised by the 
Joint Commission. s 
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Do Your Employees Work for YOU? 


Here are 24 suggestions for supervisors 
by men who are in a position to know 


§ THE BIGGEST JOB of every hospital 
supervisor is in securing the con- 
tinued and whole-hearted co-oper- 
ation of the men and women under 
his or her direction. Not many years 
ago the supervisor with the best 
record was the one most accom- 
plished at being an iron taskmaster. 
That day has disappeared. 

In our times it takes many skills, 
ideas and plans for the modern 
supervisor to fill the roll success- 
fully. He or she must constantly 
search for methods of procedure 
which will assure maximum return 
from payroll dollars spent by the 
hospital in his or her department. 

Getting the job done becomes 
more complicated, requires added 
strategy and the use of every pos- 
sible method developed in business 
today. Recently we asked 24 suc- 
cessful supervisors about their pet 
methods of getting maximum re- 
sults from the men and women 
under them. Here, in brief form, are 
their answers. 


1— “My job is to get things done 
through people and I never let my- 
self forget it; every step I take is 
planned toward that goal. The hard- 
est thing I had to learn was that I 
was not a ringmaster or watch-dog 
over the people in my department. 
When this clear understanding of 
my real role as a supervisor came 
to me results were better and my 
work was made a lot easier.” 


2— ‘The most important one 
thing that has enabled me to get 
more done in my particular depart- 
ment is, I am sure, a rule of my own 
which calls for me always making 
sure that every individual gets full 
credit for any job well done. I’ve 
found that the surest way to dis- 
courage initiative and extra effort 
on the part of the people under you 
Is to overlook such things. Even 
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where we have a bonus for such 
work I’ve found the men employees 
are just as eager for the recognition 
of what they have attained as they 
are for that bonus.” 


3——“I try to lead rather than 
force my people to do the job. 
Whenever a difficult task comes up 
I’ve found it cleared away much 
faster when I stepped in and took 
the lead rather than pointed it out 
and told them to get the job done 
themselves. It always results in any 
given job being performed in far 
less time than under the old meth- 
od.” 


4—‘“The biggest thing I’ve 
learned in being a supervisor is that 
you have to be constantly on guard 
to make sure you never hurt any 
employee’s pride. Sure, you can 
hire the kind of people who have 
little pride and are never affected 
by anything you may do BUT 
they’re not the kind of employees 
who make any supervisor’s job 
easier for him. Pride is a mighty 
important ingredient in any worth- 
while worker — guard it with care 
and caution.” 


5— “The one thing I use to keep 
my department operating smoothly 
that I think is of most importance 
is that I keep studying each man 
and woman to make sure what par- 
ticular incentives affect that indi- 
vidual the most. I doubt there are 
any two alike. When I’ve found the 
one which gets top results from any 
individual then I know how to 
handle that employee. It sometimes 
takes several weeks to discover 
what it is but after that there’s a 
lot of smooth sailing.” 


6— “One thing I’ve found mighty 
important is to explain everything. 
Just telling the employee to do 


something or taking it for granted 
that he or she understands all about 
the problem causes a lot of extra 
work afterwards and sometimes 
costly mistakes.” 


7—‘I set the example I want 
them to follow. No department in 
any hospital is any better than the 
example set by the supervisor. If 
he or she takes a sloppy attitude 
toward the job the employees can’t 
help but follow suit. If he sets an 
example of initiative, love of his 
work, interest in every job, em- 
ployees will follow suit.” 


8— "I’ve found the most im- 
portant single thing in getting the 
job done is to be extra careful of 
what you say and how you say it. 
When you do that your words will 
mean something to the people 
toward whom they are directed. By 
doing this you also cut down pos- 
sibilities for misunderstandings and 
mistakes.” 


9— “My chief policy is to pro- 
mote a competitive spirit among the 
employees in my department. Com- 
petition always makes for better 
results even if for nothing more 
than to see who can keep his work 
the neatest, turn out the least 
number of errors, or some other 
element strictly between the em- 
ployees themselves. One word of 
caution — make sure that’s not 
belligerent competition.” 


10——“To me it’s most important 
that a supervisor learn to be a good 
listener rather than completely 
dominate every conversation on the 
job with the employees. When 
you’re a good listener you draw 
your people out — get them to 
thinking more about the work, de- 
veloping their own ideas and taking 
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, Phe City of Hope Nursing 

( Department says: “We find 

Flex-Straws are more convenient and safe—no lost 

motion in patient bed adjustment as with old style 

drinking tubes— greater patient comfort, no broken 
glass danger with Flex-Straws.’ 


The City of Hope 

Administrative Department says: “There is greater 
patient satisfaction and efficiency with Flex-Straws 
—patients appreciate the single-service of Flex- 
Straws—there’s never a doubt as to its cleanliness — 
nurses enjoy easy dispensing and disposal—net 
results for City of Hope by using Flex-Straws is 
over-all efficiency?’ 


The City of Hope Purchasing Department says: 
“Flex-Straws mean economy—no labor costs for 
sterilization—no expensive replacement for broken 
tubes—no costs for brushes and cleaning materials?’ 


Unwrapped Straws in 
Special Dispenser Box 





The paper straw with the flexible angle 
© Disposable @ For use in hot and cold liquids. 


FLEX-STRAW 


2040 BROADWAY 
SANTA MONICA, CALIFORNIA 
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HOSPITAL PURCHASING FILE 
for listing and prices 
CANADIAN DISTRIBUTORS, 
INGRAM & BELL LTD. 


TORONTO, MONTREAL, WINNEPEG, 
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a greater personal interest in the 
job.” 

11——“To me the big thing in 
getting the job done is in keeping a 
smooth running operation. I’ve 
found one sure way to assure that 
is to bend over backwards to avoid 
playing favorites, Then everyone on 
the staff works better with the other 
fellow on the job.” 

12— "I try to locate troubles be- 
fore they break out. Just about 25 
percent of my time is spent doing 
this. Experience has taught me it’s 
a lot easier to patch up something 
before it comes to the surface than 
to clean up after it has boiled over.” 

13——"I always keep a favorable 
attitude toward the hospital. When 
supervisors air their dislikes in 
front of their people the efficiency 
drops right there and soon the 
whole group is doing the same 
thing.” 

14——“Patience is the greatest as- 
set any supervisor can have in 
handling any employee or any prob- 
lem. Until he or she learns patience 
they can’t call themselves good 
supervisors. With it you never make 
snap judgments.” 

15——“The toughest job any su- 


pervisor ever faces is in disciplining 
one member of the staff. It’s a 
point at which one can start a chain 
reaction which will lead to an ex- 
plosion of future trouble. I make 
sure I have all of the facts before I 
ever discipline any employee. That’s 
kept me from making mistakes 
which could have disrupted my 
whole department later on.” 

16——“My pet method of getting 
the job done is to find every op- 
portunity I can to praise individual 
employees for their work. It accom- 
plishes wonders. But it can be dan- 
gerous if overdone; you have to 
learn the proper balance and adhere 
to it.” 

17——I’m careful to avoid prej- 
udices against any individual em- 
ployee. If he or she has feelings, 
traits or actions I dislike I ignore 
them completely as long as that in- 
dividual does a good job. I’ve seen 
too many cases where supervisors 
let prejudices against certain em- 
ployees ruin all of the other good 
things they have done and com- 
pletely mess up their departments.” 

18——“To me one of the most im- 
portant things you can do is to 
never overlook an opportunity to 


build up a man’s job in his own 
estimation. The man who is proud 
of his job always does more for you 
with less trouble.” 

19——“I keep building on each 
employee’s future with the hospital, 
I’ve found the people under me have 
to have goals toward which to work 
hard; without them they never have 
the incentive to do anything extra, 
I never overlook an opportunity to 
do this.” 

20——“A supervisor has to dish 
out criticism; that’s one of the rea- 
sons he or she is on that job. But 
I’ve found there are two ways to do 
it, ie., constructively or destruc. 
tively. The former gets the best re. 
sults. Whenever I criticise any em- 
ployee it’s done constructively — 
and I’ve always had good results 
with this approach.” 

21— “Show an interest in and 
appreciation of his work; that makes 
him a better man and easier to 
handle. Confine your efforts to 
keeping him working and he'll use 
every dodge he can think of to keep 
from doing anything extra.” 

22——“My pet rule is to always 
discuss every job problem with the 
Please turn to page 137 
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Pharmacy 





The Operations of a Pharmacy and 


Formulary Committee 


® THE HENRY FORD HOSPITAL consists 
of an 850-bed hospital and a 17- 
story clinic building which houses 
the doctors’ offices and their clinical 
suites. Over 2,000 outpatients are 
seen daily, and the hospital proper 
runs at a capacity load of approxi- 
mately 850 inpatients. The manage- 
ment of the pharmacy is in the 
hands of Mr. John Kuebler, a regis- 
tered pharmacist, and his staff. Pre- 
scriptions are written in approved 
manner, so that they may be filled 
by a pharmacist chosen by the pa- 
tient. Wherever a large number of 
prescriptions are filled, the need 
for cooperation among pharmacists, 
physicians and nurses is apparent. 
When Dr. Robin C. Buerki came to 
the hospital as executive medical 
director, he appointed a Pharmacy 
and Formulary Committee. This 
committee does not have executive 
functions, but it enjoys the vigorous 
support of Dr. Buerki and the hos- 
pital staff. 

Since I have been with the com- 
mittee since its beginning, I would 
like to describe its organization, ob- 
jectives, duties and influence in a 
large hospital and clinic. 


Organization 


The committee, as well as a chair- 
man of the group, was appointed by 
Dr. Robin C. Buerki, medical direc- 
tor. The chairman then appointed a 
secretary. It is now felt that certain 
members of the hospital staff should 


Dr. Ponka is associate surgeon, Henry 
Ford Hospital, Detroit, Michigan. 
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Editor’s Note: Hospital administra- 
tors, staff physicians, nurses and 
hospital pharmacists are strongly 
urged to read this excellent article. 
It shows the results of the efforts of 
interested personnel, in a_ large 
modern hospital, in piecing together 
the important ideas in contemporary 
hospital pharmacy thinking, and in 
organizing these ideas into an en- 
viable pharmacy and _ therapeutics 
committee phase of a good drug 
standardization program. 

The author is to be highly com- 
mended for his pioneering work 
with the committee and for making 
it available for others to read; as 
well as are the people concerned for 
this entire program at Henry Ford 
Hospital. It is one of the best illus- 
trations of good Pharmacy and 
Therapeutic Committee action ever 


to be illustrated. D. F. M. 





form the nucleus of such a commit- 
tee. The following should be in- 
cluded: 
. Chief pharmacist 
. Member(s) of the medical staff 
. Member(s) of the surgical staff 
. Member(s) of the nursing staff 
. Member(s) of the purchasing 
department 
. Physiologist (if available) 
7. Pharmacologist and toxicologist 
(if available) 
The size of the group should be 
flexible; in smaller institutions, few- 
er members would be advisable. We 


have a professional staff of 400 and, 
therefore, our committee is made up 
of 18 members. They include the 
following: 
Pharmacists 
Physicians 
Cardiologist 
Dermatologist 
Neuropsychiatrist 
Gastroenterologist 
Pediatrician 
Endocrinologist 
Surgeons 
Anesthesiologist 
Urologist 
Gynecologist 
Surgeon, General 
Physiologist 
Pharmacologist and toxicologist 1 
Nurses 
Purchasing department staff ... 1 
This is a large group but not all of 
the members are expected to attend 
every meeting. It is a functional 
group, chosen carefully so that cach 
member can contribute from the 
specialty point of view. Further- 
more, the committee contributes to 
its own education. The registered 
pharmacist is best able to manage 
problems associated with the com- 
pounding, packaging and filling of 
prescriptions. Our purchasing de- 
partment takes care of securing 
drugs from the standpoint of price. 
The physicians and surgeons are 
chosen so that they can discuss the 
drug needs of their particular spe- 
cialties. We are fortunate in having 
a pharmacologist and a physiologist 
with us as well. There are two 
nurses on our committee who are 
excellent contributors. Their special 
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field of interest lies in the distribu- 
tion of drugs to the inpatients and 
in nursing education. Such a group 
provides a great wealth of varied 
professional knowledge and it is in- 
terested in the broad functions of a 
hospital pharmacy. 


Meetings 


The pharmacy committee, we be- 
lieve, has a continuing function. 
Meetings are held at least twice 
monthly but, when a formulary is 
being revised, it meets more often 
at the direction of the chairman. It 
is obvious that, with the large num- 
ber of new preparations being of- 
fered, frequent evaluations are nec- 
essary. Physicians are at times con- 
fused because so many similar prod- 
ucts are offered under a variety of 
proprietary names. These prepara- 
tions must be reviewed frequently. 


Objectives 


In our earliest meetings, our ob- 
jectives were discussed. It was felt 
that the following were worthwhile: 

1. Make desirable and safe drugs 

available to the patient at a 
lower cost. 

. Encourage sound practices in 
therapy and facilitate better 
patient care. 

. Secure cooperation of the phy- 
sicians, pharmacists and nurses 
in these aims. 

. Encourage sound clinical re- 
search with new drugs. 

. Provide the staff with a hos- 
pital formulary and encourage 
the staff in its use. 

. Create an inpatient drug stand- 
ard and implement its use in 
the hospital proper. 

. Periodic review of obsolete 
drugs (six-month intervals). 

. Educate the professional staff, 
particularly in regard to new 
drugs. 

. Serve as a co-ordinating group 
which exchanges ideas, pro- 
vides for discussion of common 
problems and furthers the edu- 
cation of the pharmacist, physi- 
cian and nurse. 


We can do no more than discuss 
these objectives briefly, and how we 
have succeeded in attaining them. 

Our entire stock of preparations 
has been reviewed and classified 
from the point of view of the phar- 
macologist. Every attempt has been 
made to reduce duplicate prepara- 
tions. 

Sound practices in therapy depend 
upon a well-informed staff. In gen- 
eral the use of proprietary names is 
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discouraged. The chemical or gener- 
ic name calls for more knowledge of 
the preparation. Use of “shotgun” 
prescriptions is discouraged. 

Before a new preparation is ac- 
cepted, it must be reviewed by the 
pharmacy committee. The proponent 
of the preparation sends a com- 
munication to the secretary of the 
group. Its merits are discussed. If it 
is a duplicate and offers no ad- 
vantage to the patient or physician, 
it is not favorably considered. This 
serves to educate the staff as to the 
advantages of new preparations as 
well as the hazards. For instance, 
when the more recent iodine-con- 
taining compounds were offered for 
diagnostic studies, the committee 
cautioned the staff as to the danger 
of iodides. The ineffectiveness of 
some of the newer antibiotic com- 
binations was pointed out. With the 
help of our pharmacologist, toxicity 
studies have been carried out on 
certain preparations. Solubility 
characteristics of enteric coatings 
have been studied. 

We believe that many problems of 
interest to the pharmacist, physician 
and nurse can be resolved by dis- 
cussion. Recently, one of our inpa- 
tient floors accumulated so much 
saline that it was stocked in an 
elevator shaft! This was corrected 
simply by looking into the problem. 
In another situation, one inpatient 
floor seemed to be collecting out- 
dated insulin! One physician was 
prone to order every proprietory 
product offered to him, until we 
asked him to discuss the merits of 
some of the medicaments. 

We have discouraged “desk- 
drawer” research. Many concerns 
will offer large quantities of untried 
preparations for clinical trial. Some 
of these had proven dangerous. We 
encourage sound clinical research 
where it is carefully planned. 

The staff has been provided with 
a small, but very useful, hospital 
formulary. It describes the general 
policies of the committee as follows: 

Certain principles will be fol- 
lowed: 


1. No drug of unknown composi- 
tion will be stocked. 

2. Drugs for research purposes 
will not be stocked in the phar- 
macy for general use until after 
their therapeutic 
safety have been established. 

. Department heads and staff 
members should indicate their 
wishes for new preparations by 
acting on requests submitted by 
members of their staff. Items 
requested will be sent to the 
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secretary, acted upon by th 
committee and, if approve 

they will be placed in the phar 
macy on a six-month stanc-h 

basis. After this, if useful, the 
will be reconsidered for inclu. 
sion in the formulary. 

. The pharmacy committee wi 
publish lists of obsolete drugs 
in the weekly bulletin from 
time to time. These will be de- 
leted from the formulary, wn- 
less there are objections to such 
action. 


. The secretary of the pharmacy 
committee will provide - inter- 
ested staff members with forms 
to be completed prior to under- 
taking drug research. The fol- 
lowing information is re- 
quested: a) type of research; 
b) nature of drug; c) toxicity 
studies; and d) previous re- 
search data and statistics. 

In addition, the important narcotic 
regulations are listed in the formu- 
lary as well. 

Furthermore, certain rules gov- 
erning inpatient medications are 
emphasized. These include: 


1. All narcotics are automatically 
discontinued at the end of 72 hours 
unless specifically reordered by the 
physician. 

2. The following drugs are auto- 
matically discontinued at the end of 
five days unless specifically reor- 
dered by the physician: 

a) All antibiotics 

b) All cytotoxins, such as TEP, 

TEM, nitrogen mustard, and 
others 

c) Heparin 

d) All barbiturates 

e) All tranquillizers 

f) All antihypertensives 

With the cooperation of the 
nurses and pharmacist, a list of 
drugs was made up which could be 
provided on each inpatient floor. 
This list, provided at a small daily 
charge, includes 116 drugs and cov- 
ers the needs of most patients. It 
does not include special medications 
or the higher priced antibiotics. The 
inpatient standard is revised yearly. 
It is made up with the help of the 
pharmacist, professional staff, nurs- 
ing staff and the purchasing depart- 
ment staff. 

Obsolete drugs are reviewed at 
intervals of six months. Those no 
longer used are discontinued. 

Education of the staff must be 
continuous. We have a weekly bul- 
letin which provides a means of 
communicating changes to the staff 
as the occasion arises. 

Finally, I would emphasize that 
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the pharmacy committee should 
strive to: 

1) Educate the staff and inform it 
of changes in available drugs 
and their use. 

2) Secure the cooperation of the 
pharmacist, physician and 
nurse. 

3) Serve as a center for the ex- 
change of ideas and discussion 
of common problems. ® 





Standards of the Joint 
Commission on Accredita- 
tion of Hospitals 


Pharmacy or Drug Room 


® THE STANDARDS of the Joint 
Commission on Accreditation of 
Hospitals are quoted below: 


a. There shall be a pharmacy di- 
rected by a registered pharmacist or 
drug room under competent super- 
vision. 

b. Facilities shall be provided for 
the storage, safeguarding, prepara- 
tion, and dispensing of drugs. 


c. Personnel competent in their re- 
spective duties shall be provided 
in keeping with the size and activity 
of the department. 


d. Records shall be kept of the 
transactions of the pharmacy, and 
correlated with other hospital rec- 
ords where indicated. Such special 
records shall be kept as are re- 
quired by law. 


e. Drugs dispensed shall meet the 
standards established by the United 
States Pharmacopeia, National 
Formulary, New and Non-official 
Remedies, British Pharmacopeia, or 
Canadian Formulary. 


f. There shall be an automatic stop- 
order on dangerous drugs. 


Of the above, ‘a’ and ‘f’ are some- 
times not well understood. The hos- 
pital which cannot obtain or afford 
a hospital pharmacist should try 
and obtain the services of one on 
a part-time or consultative basis. 
If the hospital pharmacist of anoth- 
er hospital is not obtainable in this 
capacity, then the services of a lo- 
cal pharmacist should be utilized 
wherever possible. With his help the 
correct procedures, rules and regu- 
lations for this department should 
be drawn up. 

The requirement of an automatic 
stop-order on dangerous drugs is 
misunderstood frequently by hos- 
pitals and physicians. The Joint 
Commission on Accreditation of 
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Hospitals has no right to tell phy- 
sicians what kind and how much 
medicine they should give to their 
patients and does not do so. The 
Commission does desire that drugs, 
especially dangerous drugs, be giv- 
en properly with reasonable medi- 
cal staff controls. The Commission 
is asking that hospital medical 
staffs establish a written policy that 
all dangerous medications, not 
specifically prescribed as to time 
and number of doses, be auto- 
matically stopped after a reasonable 
time limit set by the staff. It is a 
protection against indiscriminate, 
indefinite prescribing of an open- 
ended type which can result in 
harm to the patient, physician or 
hospital. It especially includes such 
orders as p.r.n., ‘as necessary.’ The 
following classifications are or- 
dinarily thought of as dangerous 
drugs: narcotics, sedatives, anti- 
coagulants and antibiotics. a 


Hospital Pharmacy and Therapeutics 
Committee 


™ THIS COMMITTEE is one tool for 
maintaining medical staff self-gov- 
ernment. It is responsible to the 
medical staff as a whole and its 
recommendations are subject to 
medical staff approval. It is not a 
mandatory committee of the Joint 
Commission on Accreditation of 
Hospitals, but is strongly rec- 
ommended for all hospitals. Com- 
posed of physicians and_ the 
pharmacist, it serves as the organ- 
izational line of communication or 
liaison between the medical staff 
and the Pharmacy Department. This 
committee assists in the formula- 
tion of broad professional policies 
regarding the evaluation, selection, 
procurement, distribution, use, safe- 
ty procedures and other matters 
relating to drugs in hospitals. The 
purpose and function of this com- 
mittee are: 


a. To serve as an advisory group 
to the hospital medical staff and 
the hospital pharmacist on matters 
pertaining to the choice of drugs. 


b. To add to and to delete from 
the list of drugs accepted for use 
in the hospital. 


c. To prevent unnecessary duplica- 
tion in the stock of the same basic 
drug and its preparation. 


d. To make recommendations con- 
cerning drugs to be stocked on the 
nursing unit floors and by other 
services. 


e. To evaluate clinical data con- 


cerning new drugs or preparations 
requested for use in the hospital. 


f. To develop a formulary or drug 
list of accepted drugs for use in 
the hospital. 


A strong hospital Pharmacy and 
Therapeutics Committee, meeting at 
least twice yearly, though no: a 
requirement of the Joint Commis- 
sion is considered a very important 
educational and advisory tool to- 
ward the improvement of patient 
care in hospitals and is highly rec- 
ommended. # 
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practice of administrators. Does 
management by exception draw up- 
on accounting data for guidance to 
the same extent that any other kind 
of management does? 


ComMENT: Stated briefly, manage- 
ment by exception means that man- 
agement focuses its attention on un- 
usual matters, troublesome areas in 
operation, and on top level policy 
matters. In this type of management, 
the administrator and his assistants 
give little attention to routine op- 
erations. Because of this, reliance 
must be placed to a large extent 
upon the system of internal control 
which has been established to assure 
the accurate and efficient operation 
of routine matters, including oper- 
ation of the accounting system. It is 
apparent then that management 
must rely upon the accounting sys- 
tem to call attention to the areas 
where action is required. If man- 
agement is to give the larger por- 
tion of its attention to planning and 
policy making, a good accounting 
system and a workable system of 


internal control are necessities. AS — 


a matter of fact, management by ex- 
ception has evolved because of de- 
velopment of systems of financial 
and statistical control which has, to 
a large extent, freed the executives 
from the close supervision of rou- 
tine matters of operation. a 





@ IN THE INTRODUCTION (“Past is © 
Prologue”) to the publication “They | 
are America,” Department of Labor ~ 
makes this statement: “In Washing- ~ 
ton, Children’s Hospital announced © 
a financial dilemma: its budget was | 


in danger because it had so few 7 
polio cases to cure. It was a happy | 
dilemma for everyone as Dr. Jonas ~ 


Salk’s vaccine made elimination of 3 


the dread polio scourge a distinct ~ 


probability.” a 
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IN GASTROSCOP’Y ... : 


“The recovery period appeared to be shorter 
when the Surital Sodium was used. ...”* 


In gastroscopy, as well as in many other diagnostic and surgical procedures, SURITAL offers specific 
advantages both for the patient and for the operating team: 


+ rapid, smooth induction + evenly sustained surgical plane of anesthesia » prompt, pleasant recovery « relative 
freedom from laryngospasm, bronchospasm, or respiratory depression 


Detailed information on SURITAL sodium (thiamylal sodium, Parke-Davis) is available on request. 


* Atwater, J. S.: Gastroenterology 32:905, 1957. 
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X-Ray Technicians Face Unionization 


® THE CHIEF aims in a recent de- 
velopment to unionize x-ray tech- 
nicians is “. . . to raise pay and 
working conditions,” according to 
information received at the office of 
the American College of Radiology. 
Efforts for organization are appar- 
ently centered in Washington, D.C., 
and the Oakland-San Francisco 
area. The News Letter of the ACR, 
July 1957, presented some specific 
points for consideration. They are 
reprinted with permission. 


1. Incentive to improve one’s 
technical ability or one’s knowledge 


of the field education-wise is lost 
when, through unionization, each 
worker is paid the same hourly wage 
regardless of ability. 

2. Seniority, the union criterion 
for advancement, fails to take into 
account individual training, knowl- 
edge, and technical, supervisory or 
administrative ability. 

3. Relegation of technologists to a 
category of tradesmen is nauseating 
to well-qualified x-ray technicians 
who have pride in their profession 
and in their technical skill. 

4. Trained technicians have no 
sympathy for any organization in the 





Sister Christina 


Answers Her Mail 


QUESTION: What is the legal length 
of time for keeping children’s ro- 
entgenograms? J. D. 


ANSWER: A safe rule to follow is 
to keep the children’s roentgeno- 
grams until they reach legal age. 


QUESTION: What system of filing 
is used for films and reports in the 
x-ray department? J. D. 


ANSWER: As a rule, a numeric 
system is followed for radiographs 
and reports. Many time the reports 
are filed separately in folders. These 
are also filed numerically. Some- 
times the repert§ are filed alpha- 
betically. A €- index system is 
used alphabetically to locate the 
desired case number. 


QUESTION: Where can the “Ro- 
entgen a of Diagnoses” be pur- 
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chased? It was described in August, 
issue of Hospital Management, page- 
108. J. G. G. 


ANSWER: The Index can be ob- 
tained from the American College of 
Radiology, 
Chicago, Ill. The price is $2.00 plus 
postage. 


QUESTION: Is there not a great 
amount of scattered radiation re- 
sulting from bedside radiography? 
R. B. 


ANSWER: Because of the time fac- 
tor there is a greater exposure to 
the patient, and subsequently more 
secondary radiation is also absorbed 
by the operator, as a result of bed- 
side radiography. For this reason a 
protective apron should be worn 
and the technician should stay as far 
as possible from the patient. 6 


20 N. Wacker Drive, 


paramedical field which has as its 
one weapon the collective refusal to 
work. A strike against the welfare 
of the sick and injured is unthink- 
able. Public opinion would condemn 
technicians who, so struck, would 
make us objects of suspicion and 
eternal distrust. 

5. In the medical or paramedical 
field, a man’s salary should be es- 
tablished by his worth and his con- 
tribution to the field. We deal with 
human lives, not with machines and 
tools. 

6. Unionization would lose to 
technicians every advantage that 
conscientious and sincere ethical 
efforts have brought them. Destroy 
the support and the co-operation of 
radiologists and technicians would 
lose their schools and their recogni- 
tion as co-workers with the medical 
profession. They would immediately 
revert to the role of laborers, paid 
as such and treated as such. The 
mutual friendship and respect that 
exists in hospitals, clinics and offices 
would be replaced by a cold em- 
ployer-employee relationship that 
would strip our profession of one of 
its most gratifying features. 


The policy statements on union- 
ization by the American Society of 
X-Ray Technicians are against any 
such organization. The society has 
at all times spoken strongly against 
“collective bargaining as a means of 
forcing a higher financial return for 
service they gave.” Because the 
ASXT is greatly interested in the 
vital outcomes either to the ad- 
vantage or disadvantage of x-ray 
technicians, .it behooves then: to 
seriously reflect on the means and 
ends of unionization. * 
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New York 17, New York Division, Chas. Pfizer & Co., Inc. 


NOW-especially for hospital use 


In severe disturbances— 
for minimum-risk maintenance 
therapy 


ATA RAX Parenteral Solution ATA RA X 100 mg. tablets 
Indications: alcoholism Indications: convulsive disorders 

acutely disturbed or hysterical patients hyperkinetic brain-injured children 
severe psychoneuroses 
patients not responding to lower dosages 


In emotional emergencies— 
for rapid onset of action 





prepartum anxiety 

preoperative fear 

postoperative vomiting 
Dosage: Adults, 25 mg. to 50 mg. Dosage: one tablet t.i.d. 
(1-2 ce.) intramuscularly, 3 to 4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not yet established. 


Supplied: 10 cc. multiple-dose vials Supplied: red tablets, bottles of 100. 


Today, after years of use and millions of doses—many of them at high levels over long 
periods of time—there are still no reports of blood dyscrasias, parkinsonian effects, 
liver damage or other serious side effects with ATARAX. 


(BRAND OF HYDROXYZINE) 


ATARAX 
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The Selection of Incinerators for 


™ INCINERATORS have recently been 
classified by the industry. Of the 
many classes, five are suitable for 
hospital use. Each class has its 
qualifications and its limitations. 
These are: 

Class IA 


Portable, packaged or job as- 
sembled, direct fed, over five 
cubic feet and not exceeding 
12 cubic feet storage capacity, 
or 25 pounds to 75 pounds per 
hour burning rate in primary 
combustion chamber, suitable 
for Type 1 or Type 2 fuel. 


Class Il 


Flue fed incinerators, over 
four square feet (burning 
area) capacity, suitable for 
Type 1 or Type 2 fuel. 


Class Ill 


Direct fed incinerators over 12 
cubic feet furnace capacity 
with 75 pounds per hour burn- 
ing rate, normally suitable for 
Type 1 or Type 2 fuel. 


Class IV 

Direct fed incinerators same 
as Class III, normally suitable 
for Type 3 fuel. 

Class V 

Crematory, and pathological 


units, normal destruction of 
Type 4 fuel. 





Reprinted from bulletin number nine. 
Joseph Goder Incinerators, Chicago, Illinois. 
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Hospital Use 


Waste materials have similarly 
been classified by types. The follow- 
ing are commonly encountered in 
hospitals: 

Type 1 Waste Fuel 


Rubbish, consisting of dry 
combustible waste with a 
moisture content and not ex- 
ceeding 25 percent by weight. 
The term “rubbish” means 
fuel made up of combustible 
waste such as paper, rags, 
scrap wood, cartoons, floor 
sweepings and like material. 
The 25 percent moisture rep- 
resents normal moisture con- 
tent in dry waste material. 
This type waste fuel is based 
on not more than 6,500 B.T.U. 
as fired per pound, having 10 
percent ash and 25 percent 
maximum moisture. 


Type 2 Waste Fuel 


Refuse, consisting of an ap- 
proximately even mixture of 
rubbish and garbage by 
weight. This type of waste is 
common to apartment and 
residential occupancy. 


Type 3 Waste Fuel 


Garbage, consisting of 60 per- 
cent or more wet material and 
40 percent or less dry material 
by weight. The term “garbage” 
means fuel made up of food 
wastes and spoilage from hos- 
pitals. As charged, the wet 
material shall be considered 
as having a 75 percent mois- 
ture content by weight; the 
total ash and non-combustible 


shall be considered as eight 
percent by weight. This type 
of fuel has 3,500 B.T.U. per 
pound as fired. 


Type 4 Waste Fuel 


Human and animal remains, 
and pathological waste. 


Estimated Quantities of Waste in 
Selecting an Incinerator: 

The major factors in the selection 
of an incinerator for hospital use are 
the type of fuel, the number of beds 
in the hospital, the number of per- 
sons in any auxiliary section such 
as nurses’ or interns’ home, and the 
requirements of local ordinances. 

A Class IA incinerator is recom- 
mended for any hospital up to 25 
beds. 

A Class III or a Class IV in- 
cinerator is required for any hos- 
pital having more than 25 beds. 
These two classes are rated in 
pounds per hour. Selection of sizes 
is easily accomplished by: 


Multiplying the number of 
beds by eight pounds per day, 
or, in the event garbage is to 
be hauled away, five pounds 
per day. 

To this figure add three pounds 
per person per day, for each 
auxiliary section plus one 
pound per patient in “outpa- 
tient” department, and divide 
the total by seven, the normal 
number of operating hours. 
The result gives the required 
incinerator capacity in pounds 
per hour. 
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FLEETSCENEMA 
Disposable Units * 


may be administered in the time required 
for 1 soap suds enema.' 
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s administrators like «.° mud 


because FLEET ENEMA Disposable Units save time and money.! 
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; physicians like 

r= because the 4% fl. oz. unit is more effective than one or two pints of soap suds,? 
h and the anatomically correct rectal tube minimizes injury hazard.® 





personnel like “FE DU 
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The Class II and Class VI in- 
cinerators are unique in that while 
varying amounts of Type 4 fuel may 
be destroyed in most incinerators, 
Class II should never be used for 
this purpose, and Class VI should 
not be used for any other purpose. 
Consequently, these two classes 
should only be used as auxiliary 
installations to a Class III or a Class 
IV incinerator. 

It is also necessary to provide 
some type of auxiliary fuel on all 
hospital incinerators and in modern 
practice this means either a gas or 
oil burner, preferably with safety 
controls, which are mandatory in 
many cities or states. The only ex- 
ception to this rule is when kitchen 
refuse is not to be incinerated, but 
with many states now requiring 
cooking of garbage for hog feed, and 
occasional large amounts of surgical, 
pathological, or obstetrical waste, it 
is far better to include a burner as 
“standby” in the original incinerator 
installation. 

We offer here to the architect and 
engineer a check list that points out 
the major errors of so many existing 
installations. 


1. The Class II incinerator has 
been used in hospitals for 
many years, but recent changes 
are actually eliminating this 
class as a generally accepted 
unit for hospital use. Present 
methods of air conditioning, 
ventilating, and use of exhaust 
fans will in many cases cause 
a negative pressure or vacuum 
within the building, thus caus- 
ing smoke to be drawn into the 
building by way of the flue 
hopper doors. We have made 
vacuum measurements as high 
as 0.25 inches water column. 
2. Chimneys are, terminated 
close to the fresh air intake, 
or cooling tower, of the air 
conditioning system, causing 
trouble from smoke or fly ash. 
Architectural design must be 
sacrificed in favor of sufficient 
chimney height to clear such 
structures. 

3. Operators tend to disregard 
the nature, size, or constituen- 
cy of material to be disposed 
of, and will force it through 
the intake if at all possible 
which results in clogged flues, 


improper combustion, 
smoke in the building. 
4. Owners frequently instruct 
operating personnel to charge 
waste directly into the jp. 
cinerator by means of the stok- 
ing door instead of the flue ag 
was intended by the designer, 
This results in fly ash trouble, 
smoke and overheating. 

5. Air pollution control offj- 
cials and the general public 
are now very conscious of fly 
ash and smoke. This nuisance 
is inherent in all Class II (flue 
fed) incinerators and can only 
be partially remedied by 
double flue construction and 
fly ash settling chambers lo- 
cated above the top hopper in- 
take. Local ordinances and air 
pollution control requirements 
should always be checked. 

6. The incinerator flue is in 
many cases lined with flue tile. 
This flue should always be 
lined with fire brick to a mini- 
mum height of 30 feet zero 
inches above the top of the 
incinerator, and this lining 
properly anchored and having 
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SAFE-LAD 


reduces labor costs 


PAYS FOR ITSELF 


This mobile ladder truck saves 50% or 
more labor time. Widely used for mainte- 
nance of lights; painting, washing, clean- 
ing of windows, blinds, and upper wall 
spaces. Model M-4, shown, is for 7’ to 
11’ overhead work. Other models reach 
to 15’. 

Safe-Lad locks automatically. Stabil- 
ity exceeds Safety Code. Lifetime steel 
construction. Compact dimensions. Two 
work trays — upper one adjustable to best 
work level. Guard rail protections frees 
both hands for action. 

Free packaged freight shipment from 
factory. Want more information? Just 
send coupon—no one will call. 
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NO LONGER 
A HOSPITAL 
PROBLEM 


Static electricity has been a constant 
source of danger in operating rooms 
and other areas—but you can control 
this problem with NEGASTAT! 
This proven liquid anti-static solution 
was developed in 1952 for explosive 
manufacturers, commercial laundries 
and the aircraft industries. It has 
been used by them since that date. 
Three special formulas have 
been adapted for hospital use. 
Available in aerosol can, 12 ounce 
bottle and gallon container for 
hospital equipment, laundry and 
floor applications. 


e@ Safely eliminates Static Electricity e Has Phenol 
co-efficient of 375 Gram negative and 400 Gram posi- 
tive e Non-toxic. Will not injure or stain skin, fabrics 
or other surfaces e Contains no glycerin or soap 
@ Deodorizes, sterilizes 
Write for informative literature...today! 


Functional Products * Warsaw, ind. 
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Is Your Public Relations Showing ? 


by Harold Springer, M.S.H.A. 


= PURCHASING AND PURCHASING STORES need to be cog- 
nizant of their public relations. This is true whether 
they are combined in one operating department or op- 
erate separately. Probably the department most talked 
about by hospital personnel is the department with the 
poorest public relations. This manifests itself in com- 
plaints about the kind of service received and its gen- 
eral operation. 

The purchasing department is a service group and 
exists for that purpose. Its best service results when ad- 
ministration’s policy and department needs are coordi- 
nated through it to the hospital’s advantage. The term 
“service” as it is mentioned here is meant to include the 
actual procuring of supplies as well as having supplies 
at the appointed place at the proper time. Service in- 
cludes the right price, for the purchasing department 
must render this service to the hospital. 

The purchasing department has two types of public 
to serve, that within and that without the hospital. Let 
us look first at that within the hospital. The organiza- 
tional chart will indicate to whom the P.A. reports. This 
party and he will establish the general policies to be 
followed. They may be written or generally understood. 
The two of you establish the definite authority for ful- 
filing your function. This may indicate the amount of 
an order without additional approvals, inventory to 
have on hand, contract negotiation procedure, policy 
toward vendors and other allied policies. The adminis- 
trator will indicate when and what he wants in the way 
of reports. These should be factual, not promotional. 

Purchasing has a definite relationship with account- 
ing. The closeness of their activity will depend on how 
much of the accounting procedure is done by purchas- 
ing. In some cases, purchasing does all but pay the 
vendor. In other cases, purchasing writes the order, 
sends a copy to accounting, sees that a receiving report 
is sent to accounting, and that is the extent of its func- 
tion. Each purchase starts a chain of paper work. The 
proper expense account has to be charged, verification 
and approval of the invoice, a check made and then 
final audit of the transaction. Unusual expenditures 
may mean encumbering funds as well. 
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Purchase orders ought to be designed to meet ac- 
counting requirements. The storeroom procedure and 
requisitions need to be designed to assist the accounting 
department. 

Other departments which present special problems in 
a centralized system are dietary, pharmacy and engi- 
neering. These problems are not difficult to work out if 
administration and purchasing, as well as those depart- 
ment heads, have an understanding of the procedures to 
follow. The key to these situations is in good relation- 
ships between the respective department heads. This 
comes about by a common confidence in each other’s 
abilities and appreciation of their respective problems 
and tasks. 

Included in the internal public relations is the rela- 
tionship with all using departments. The purchasing de- 
partment has the responsibility for understanding the 
problem of the department for whom he is buying ma- 
terials. Good public relations will normally exist if sup- 
plies are procured and storeroom items available as 
needed. Some orderly system should be provided for 
the using department. This system should assist ac- 
counting and the purchasing department in their record 
keeping. The cardinal rule in interdepartmental rela- 
tionships is not to play favorites. 

The patient is the first party that should be con- 
sidered in the external public relations, external indi- 
cating those outside the hospital. It is for the patient 
that the purchasing department exists. It buys supplies 
and equipment that in the end the patient may have 
proper care and treatment. The department needs to 
buy with the patient’s comfort and safety in mind. It 
needs to keep in mind that it is also the patient’s money 
that is being spent, whether it is through a third party 
or his cash. Know your products, for if you can safely 
reduce his hospital bill you have an obligation to do so. 
It has been forecast that hospital costs will continue to 
rise at least five percent a year for some years to come. 
In another ten years we may be talking about per diem 
costs of $40 a day instead of approximately $25 now. 
This will increase insurance rates to the point that 
many people will not subscribe on their own. If indus- 
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try carries the insurance, they also may begin to take 
a dim view of the situation for it raises the cost of their 
products. Since much of our revenue comes from this 
source, we do not want to bite the hand that feeds us. 
It is imperative that we buy as economically as possible, 
keeping the patient’s comfort and safety in mind. 

The vendor is our other consideration in the external 
public relations. Much has been written and spoken in 
this regard by those on both sides of the fence. If we all 
practiced what we already know, little more would 
need be said. The vendor expects of the hospital that 
their representatives be seen, that the hospital pays its 
bills in a reasonable time and that they get some busi- 
ness. 


Company representatives should have a fair hearing 
They should not have to wait long to see you. He has 
about five hours a day to make his calls, his time is im. 
portant as it is his livelihood. If you cannot see him, 
make an appointment for later. Have the interview 
away from other salesmen. Remember, these men are 
an important source of information, if they desire to be. 
I am not talking about gossip at this point either. Com- 
plete honesty and freedom of subterfuge are first requi- 
sites. As has been indicated, much more can be said in 
reference to this important relationship. Suffice it to say 
at this point, keep in mind what you would wish or ex- 
pect if you were on the other side of the desk. 

Be concerned about your public relations, inside and 
outside the hospital. 8 





There ARE Opportunities 


by Josef Bush 


= One often hears that all frontiers have vanished, 
have unfortunately been explored and exploited; that 
the lucrative, challenging fields of endeavor have gone 
to the last generation. How many young people today 
sit and sadly say with Alexander, “There are no more 
worlds left to conquer?” 

It is not true, of course. There are plenty of op- 
portunities left. You just have to look a little more 
carefully for a niche just made to fit you. 

In an age when we have all seen at least one miracle 
(maybe one too many) it is hard to read a new impor- 
tance into a familiar form. Then where are these new 
frontiers? For some of us they are in the hospitals and 
particularly in the purchasing field. Much more 
specialized and better informed than it would have 
been possible to be a few short years ago, the hospital 
purchasing agent has risen to a professional status 
originally pioneered by industry and offering the high- 
est remuneration for the shortest training time. 

Electronic bookkeeping systems would seem to offer 
part or most of the answer to a need for a purchasing 
agent-manager, a person with accounting background 
and familiar with inventory procedures, but as with 
every new idea, there’s a time lag between its concep- 
tion and its successful application. The need for prop- 
erly trained personnel increases with every new and 
complicated innovation. It does not decrease. Then too, 
until these systems become more economical and de- 
pendable it is not likely they will be used in our small- 
er non-profit institutions. 

The need for purchasing agents as scientific and 
painstaking in their approach, as experienced, well- 
trained, professionally spirited and specialized in their 
fields as any of the other members of the hospital ex- 
ecutive unit is becoming greater, but not so well known. 
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We hear continually about new drugs. The publicity 
they receive through the Sunday supplements is 
phenomenal. But there are other things the public 
does not hear about; new materials of all kinds and 
methods of handling, new plastics, disposable dressings 
and syringes—a great widening of the hospital goods 
market. The person bearing the greater part of the re- 
sponsibility to the hospital and to the patient for the 
best and most assiduous procuring is the purchasing 
agent. 

The costs to the patient for hospital treatment are 
steadily rising. It is only by the most strenuous manipu- 
lation and careful choosing that these costs are kept 
as low as they are. Not only is there a widening variety 
of complicated and expensive machinery involved, but 
buying even the smallest item has changed so much 
that seemingly simple things like buying soap, sutures, 
needles and bandages have a great deal to do with the 
overall cost of a stay in the hospital. An agent must 
be familiar with everything he or she handles. He must 
be able to talk prices at a moment’s notice. 

If hospital publicity could bring the public a little 
closer to the problems of purchasing and the rising cost 
of hospital care, how much better the relations between 
public opinion and the hospital would be. 

Industry has not been slow to grasp the need for 
better purchasing in this higher priced world. Indeed, 
the larger concerns were forced into specialized buy- 
ing techniques by the higher costs of labor, materials, 
packaging and handling. Realizing the disastrous con- 
sequences of putting a great deal of money and re- 
sponsibility into the hands of people perhaps totally 
unqualified to keep pace with industrial developments, 
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industrial firms were forced to seek a broader educated 
group. In business it can be a matter of buying wisely 
or going under. 

Necessarily this attitude of careful business expendi- 
ture is growing. In an effort to keep pace, many schools 
and universities are opening courses in hospital man- 
agement and purchasing. Indeed, some schools have 
had these courses for years and have turned out many 
responsible people who are now helping to upgrade 
hospital purchasing. 

The purchasing office itself is a school, a training 
ground for many. The experiences encountered from 
day to day in any large hospital are many and varied. 
One comes into contact with many kinds of people, 
many unthought of aspects of big hospital life. Seldom 
if ever does the layman realize the incredible variety 
of goods dealt with in one day in the purchasing office. 
The amount of money is staggering and the responsi- 
bility for accuracy and level-headedness rests squarely 
on the shoulders of everyone in the office team. The 
department must be manned for maximum efficiency 
by an experienced staff. 

Looking through the files of the average office one 
finds records of prices and quantities from the smallest 
needle to the largest x-ray machine. There are too 
many details to be handled by the agent personally. 
Often these details depend upon the staff. 

In larger hospitals it may be the assistant to the 
agent that eases the burden of detail and frees the 
executive for more important negotiations. Often the 
agent has important meetings in and out of the hos- 
pital, sometimes even out of the city, that whittle away 
the amount of time he or she is able to actually spend 
in the office. At these times there must always be some 
one there that is well-informed, familiar with sales- 
men, prices and goods; someone who can be responsi- 
ble. Many times people who gain experience under an 


executive in a larger hospital are able to secure for 
themselves advancement and benefits in that hospital 
in accordance with their ability. 

Many younger people, undecided about their careers, 
have turned to the hospitals and particularly to pur- 
chasing for their futures. Even without college degrees 
in hospital administration it is possible, if you have 
been adequately trained, to be of great value to smaller 
institutions, clinics and firms. Commercial business, 
ever on the alert for experienced, reliable personnel 
takes these people gladly and pays them handsomely. 

And speaking very personally let me say that there 
is a particular kind of extra satisfaction that one gets 
working in a good hospital in any capacity. It goes with- 
out saying that we are all on the lookout for the 
“vankee dolla,”—but when you team up a good salary 
with the rewarding feeling of doing something worth- 
while it means that you have a certain edge over most 
business people. After all, no matter what one does in 
the hospital business office it ultimately adds up to 
better patient care, and all glamour and “Dr. Kil- 
dareism” aside, that patient is eventually your family, 
your friend, yourself. Even though we do not wield a 
scalpel in the surgical amphitheatre we can be well- 
satisfied in a form well-written, and a business trans- 
action ably and honestly handled. 

In these ways purchasing, an old field with a new 
outlook, offers many more opportunities than would 
be imagined at first glance. Hospitals need specialized 
people at all times, with and without degrees, and now, 
more than ever, the stability and prestige of a hos- 
pital position offers more to people looking for a ca- 
reer. It can be a stimulating and profitable life’s work. ® 


Mr. Bush is purchasing trainee, Chicago Wesley Memorial Hos- 
pital, Chicago, Illinois. 





Smoothing the Process of Order Giving 


by Ernest W. Fair 


# “Ir’s NOT LIKE THE OLD DAs. Then you told a man to 
do something and he did it. Now you never know 
whether your order is going to be carried out or not!” 

This comment is quite accurate today for those hos- 
pital executive offices where little thought or planning 
has been given to smoothing the process of order giving. 
Where such planning is done, members of the staff 
invariably carry out their assignments with accuracy 
and dispatch. 

Too often these situations are present because we 
have given little importance to the need for a well- 
planned process in our order giving to the staff. The 
working conditions of today are a great deal different 
than those of a generation past. 
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Nor can we any longer afford the luxury of inaccu- 
racy and inefficiency in the carrying out of assignments 
in our department. The cost of mistakes in the form of 
high overhead and the spiraling payroll figures is too 
great. 

Making it a smooth and successful procedure is not 
difficult. It is a matter of attention to detail and learn- 
ing to follow some definite time-proven steps. Here 
they are. 

Prepare the order in advance. Usually this takes but 
a few moments of time. After a little practice it be- 
comes routine, which will be standard procedure for 
any hospital executive. Such preparation should set up 
the following three points: 
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1. Have a definite objective. Assignments or orders 
which have an indefinite goal are seldom accomplished 
with any degree of efficiency. When we know the ob- 
jective it is an easy matter to pass it along as part of 
the assignment. 

2. Establish the right direction to proceed. Too often 
the executive knows this direction well when he gives 
an assignment; very seldom does the individual to 
whom the order is given know about it. Setting the 
right direction is important to him. 

3. Be sure of its practicality. Any assignment or 
order given a staff member that is touched with the 
slightest degree of impracticality is a difficult one for 
that individual to accept as worth the effort required to 
carry out the order successfully. 

The second major step in the process of giving smooth 
assignments is in making certain that we have selected 
the right individual to carry out each specific order. 


Often the very success of any assignment will depend — 


almost entirely on the importance of this point, for in- 
dividuals possess different experiences and abilities. If 
we wish maximum return from the assignment, our 
surest method of obtaining it is to make certain that we 
have selected the best individual possible. 

Experienced executives have found the surest meth- 
od of selecting the right person for each such assign- 
ment is to first make certain of these points: 

> Who is most available? Selecting an individual 
loaded with other assignments can never give us assur- 
ance that the proper amount of that individual’s mental 
and physical efforts can be given to that specific order. 

>» Who is line to do the job? Often such assignments 
carry prestige factors. Making certain that such prestige 
assignments and orders are properly rotated among the 
staff assures the executive of much better response to 
his orders day-in and day-out. 

> Who will best understand what is to be done? No 
matter how willing the individual may be, the one with 
the clearest understanding of the assignment will have 
the best chance of carrying it out successfully. 

> Who has the greatest drive? Speedy and efficient 
carrying out of our orders requires definite drive on the 
part of the staff member. Different orders and assign- 
ments require varying amounts of required energy or 
drive. 

> Who is capable of the best performance? Here the 
importance of full acquaintance with the abilities and 
capabilities of each and every individual on the staff is 
necessary. The use of such information assures the ex- 
ecutive of a better chance of each assignment being 
carried out speedily. 

It is also important in selecting the individual to be 
certain that we never make one person the “work 
horse” of the department. The willing individual not 
only soon gets tired of carrying far more than his or her 
share of the load but an unpleasant situation arises 
among the remainder of the staff. 

It is also good procedure to assign a specific indi- 
vidual rather than generalize any assignment and to 
take a moment out to tell why the person was selected, 
particularly on major orders or assignments. 

There is no set formula for proper delivery of orders 
and assignments. What is right and proper under one 
situation may be wrong in another. But there are cer- 
tain points which we should always keep in mind. 

One of these is to take a second out from the business 
of giving the order to see the procedure from the 
viewpoint of the individual involved. If we can put 
ourselves “in the shoes” of that particular member of 
the staff we can be certain our own ability will increase. 
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It is also of utmost importance that the executive 
make certain of the clarity of every such order or ag. 
signment. One should never take for granted the othe 
fellow’s knowledge of the problems involved, no matter 
how many times he has been used on similar assign. 
ments in the past. 

We should always make certain that the individual 
is also thoroughly familiar with all of the terminology 
being used in the process of order giving, has a back- 
ground on the situation it covers and has all of the facts 
needed to do the job. 

One sure way of being certain of this is to have the 
staff member repeat the instructions. This is best done 
through informal discussion of a moment or two fol- 
lowing the giving of the order rather than a request for 
a direct repeat back; the latter may not be received 
well by the average individual. 

Understanding also comes easier when orders are dis- 
pensed in “bite-size” portions rather than in one big 
flow of instructions. Any involved order particularly 
needs such break down for one can easily be “snowed 
under” unless given the opportunity to digest such an 
assignment piece-by-piece as we go along. 

Basing an order on an advanced understanding of 
the staff member’s judgment and initiative, as well as 
training and experience, is also good procedure. This 
may call for a little more effort in understanding every 
individual on the staff but it pays off in getting those 
orders and assignments carried out properly. 

Our own attitude in giving orders and assignments is 
also important. When we make certain that each such 
instruction is given clearly, as calmly as we can and 
with great self-confidence, our chance of having given 
a successful order increases. 5 





This We Believe 


. A Salesman... 
is the most important person in any Purchasing 
Office. 
. A Salesman... 
is not dependent upon us—we are dependent 
upon him. 
. A Salesman... 
is not an interruption of our work—he is the pur- 
pose of it. 
. A Salesman... 
does us a favor when he calls—we are not doing 
him a favor by seeing him. 
3). A Salesman... 
is a major part of our source—not an outsider. 
A Salesman .. 
is not a cold statistic—he is a flesh and blood 
human being with feelings and emotions like 
our own. 
. A Salesman... 
is not someone to argue or match wits with. 
. A Salesman... 
is a person who brings us his knowledge—it is 
our job to use his know-how. 
9. A Salesman... 
is always deserving of the most courteous and 
attentive treatment we can give him. 
. A Salesman... 
is the very life-blood of this and every other 
Hospital Purchasing Department. 


This is a take-off from a Christmas greeting sent out 
by E. A. Hinrichs & Company. ad 
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SHOPPING AROUND 
finued from page 120 


provision for expansion. The 
walls forming the flue should 
be adequately insulated. 

7. Cheap metals parts are used. 
This should be particularly 
guarded against because while 
the doors, grates and anchors 
furnished by the incinerator 
manufacturer average only 
one-tenth of the cost of the 
masonry, they are the heart of 
the entire installation. 

8. High initial cost. The Class 
II incinerator always requires 
a separate chimney whereas 
the other classes may, in al- 
most all areas, be vented di- 
rectly into the boiler chimney, 
which, of course, means a con- 
siderable reduction in cost. 

9. Divided responsibility. The 
incinerator designer and man- 
ufacturer cannot be held re- 
sponsible for the installation 
and erection of the incinerator 
since this work is done by the 
mason contractor. The other 
classes of incinerators are fur- 
nished and installed by the in- 
cinerator manufacturer as a 
sub-contractor and he can be 
held responsible for this work 
as well as for adequate op- 
erating instructions. 

We wish to repeat that the Class 
Il incinerator should only be used as 
an auxiliary unit and that it has 
very definite limitations. If this class 
must be used we recommend the 
use of the double flue model for 
hospitals having over 250 beds and 
the conventional single flue model 
for smaller hospitals. 

As an alternate to the Class II we 
suggest the use of a modern rubbish 
chute combined with a Class III or 
Class IV incinerator. Several of 
these installations have been com- 
pleted and at present writing are 
apparently satisfactory. We hope to 
have more information from reports 
and inspections of these installations 
at an early date. 

Specialized institutions such as 
T.B. or contagious disease hospitals, 
or auxiliary units such as research 
laboratories or animal rooms may 
require special incinerators. Care 
Must be taken that incompletely 
combusted materials do not escape 
through incinerator openings or flue, 
and all volatile, liquid, or solid ma- 
terials must be subjected to tem- 
peratures sufficiently high to assure 
sterilization. When making this type 
of selection we suggest contacting 
a mechanical engineer. a 
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Nine Ways to Kill Any Organization 


= 1. Don’t pay your dues. 

2. Don’t come to meetings. 

3. If you come, come late. 

4. If you do attend a meeting, 
find fault with the work of the 
officers and other members. 

5. Never accept office, as it is 
easier to criticize than to do things. 

6. Nevertheless, “Get Sore,” if 
you are not appointed on a commit- 
tee. But if you are, do not attend 
the committee meetings. 


7. If asked by the chairman to 
give your opinion regarding some 
important matter, tell him you have 
nothing to say. After the meeting 
tell everyone how things ought to 
be done. 

8. Do nothing more than is ab- 
solutely necessary, but when other 
members roll up their sleeves and 
willingly, unselfishly use their abil- 
ity to help matters along, howl that 
the organization is run by a clique. 

9. AND ABOVE ALL, DO NOT 
COOPERATE WITH YOUR FEL- 
LOW MAN. x 
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Two lights in one 


Whatever the lighting problem, Castle’s Concentra- 
Lite meets surgery’s most exacting demands. 

1. Four reflectors are used to provide field trans- 
illumination ...ideal for heart, brain, or thoracic 


surgery and the numerous procedures where a 
small or oblique incision tends to restrict vision. 

2. For general surgery, the reflectors may be 
grouped at any point over the table to give maxi- 
mum penetration. Reflectors are independently ad- 


illumination. 
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Hospitals Control the Trend 
of Prepackaging 


™ PERHAPS THE BIGGEST EFFECT pre- 
packaging has on hospitals is stand- 
ardization. 

For years people have been trying 
to prod hospitals into adopting 
procedures and practices that will 
minimize costs and labor. The little 
plastic bag and the glassine packet 
are now accomplishing this growth 
of standardization ‘in an unheralded 
way. 

All things that go into the opera- 
tion of hospitals have become in- 
creasingly costly. That we all agree. 
The search for improved methods 
of doing tasks connected with pa- 
tient care has been greatly activated. 
This, too, is natural. We accept the 
fact that if a job is unclean, but 
necessary, perhaps it can be less- 
ened by disposing of the items nec- 
essary in its performance. Industry 
has stepped in on these occasions, 
and produced equipment of a dis- 
posable nature at such a low cost 
that analysis of the higher cost of 
the “old way of doing things” leaves 
little problem in making a decision. 

Disposable needles on blood sets 
are good examples of eliminating a 
job that has a certain risk in clean- 
ing. The patient benefits at the same 
time in that he suffers less pain and 
chance of infection. 

We reduce cost by dispensing 
supplies in controlled portions. A 
doctor tearing open a dressing pack 
can only use what is in the pack. 
He does not contaminate a whole 
container; he does not use more 
than he needs; he has fewer left 
over. 

So, both the manufacturer and 
the hospital agree on these advan- 
tages to the hospital: controlled 


Mr. Graham is purchasing agent at the 
North Carolina Baptist Hospital, Winston- 
Salem, N. C. This paper was presented at 
the AHA convention in Atlantic City. 


126 


cost; controlled personal risk to the 
employee and the patient; reduced 
labor costs; saving of time; elimi- 
nation of the distasteful job of 
cleaning messy equipment. These 
are just a few. There are indirect 
savings found in storage, transpor- 
tation and better utilization of space. 

But why is industry so interested 
in this new approach to selling? 
The answer is simple! Industry is 
always interested in a new method 
of selling; more so if it sells more 
goods and makes more money. The 
crispy sound of folding money is 
not the only motive, fortunately. 
The top brass of these companies 
sincerely want their companies to 
contribute something to the public 
through the hospitals. They deny 
that prepackaging is a fad, a sales 
gimmick, and to prove this denial 
they are spending large sums of 
money in equipment and research. 
Their studies show that hospital 
labor costs have reached a point 
where their machines can do it less 
expensively. 

The Minnesota Mining and Man- 
ufacturing Company has this to say 
about prepackaging: 

“When a manufacturer prepack- 
ages an individual item, positive 
identification is offered to those who 
must use the item. 

“Prepackaging assures the manu- 
facturer that the quality which he 
built into the item will remain 
uniform until that item is actually 
consumed. 

“The third advantage which ac- 
crues from prepackaging is the fact 
that the product arrives and is used 
in hospitals in the way the manu- 
facturer intended it to be.” 

These three reasons are not only 
indication of good business intent 
but quickly receive the understand- 


by Reuben H. Graham, P.A, 


ing and approval of every hospital. 

American Hospital Supply Com- 
pany follows a principle in its sell- 
ing of not launching a new pre- 
packaged item unless the price is 
less or as low as the former bulk 
price plus the cost of hospital labor. 
This company also feels that the 
technique employed in the use of 
the new product should be both 
surer and safer to the patient and 
hospital than the old way. 

Prepackaging, then, is championed 
by both sides; hospital and manu- 
facturer alike. Who controls the 
future? The ledgers of past and 
present businesses will show that 
no market is controlled by the man- 
ufacturer unless a_ condition of 
scarcity can be made to exist. That 
is one condition that cannot exist 
in the prepackage field. There must 
be demand and plenty of supply. 

The future of prepacked hospital 
items falls into the control of 
hospital administrators, purchasing 
agents, doctors and nurses. It will 
only gain successfully there if all 
these people and the many hospitals 
they work will agree to standardi- 
zation. 

As an executive with the dressing 
manufacturing concern of Marsales, 
Inc., states, “No company can very 
well afford to spend $5,000 to $20,- 
000 to make a product that does not 
-have a standard acceptance among 
many hospitals.” 

When we asked the firm of John- 
son & Johnson what they thought 
would be the limit as to how far in- 
to prepackaging they could afford 
to go, the reply was, “There is a 
limitation as to how far you can go 
to fill specialized requests, but with 
greater standardization there is al- 
most no limitation.” 
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his competency had been passed 
upon by the medical board.‘ There 
are no reported cases in which 
trustees of a voluntary hospital 
have been held: liable for injuries 
to a patient. The liability, where it 
exists, is that of the corporation 
operating the hospital, or that of the 
individual responsible for the in- 
jury. To hold the trustee personally 
liable, it must be shown that he 
acted in the particular case in a 
capacity unrelated to his function 
as trustee of the hospital. 

A physician is an independent 
contractor who alone is responsi- 
ble for the exercise of professional 
skill and judgment. He is subject 
to no control by the hospital in 
the execution of his judgment and 
the hospital does not by contract 
assume responsibility for his pro- 
fessional acts.?® 

The intern is a professional man 
in the same sense as the physician; 
both practice medicine in the hos- 
pital, although the intern usually 
does so under the supervision or 
direction of the attending physi- 
cian.”° As a general rule of law, the 
operating surgeon is not liable for 
the negligence of interns in hospi- 
tals, but when the intern acts under 
the surgeon’s immediate direction, 
he assumes responsibility for the 
intern’s conduct.27 

In general hospitals, it is a cus- 
tom for the operating surgeon to 
leave the subsequent care of the 
patient in the matter of dressings, 
packings, and unpacking wounds to 
the house doctor. In such case the 
operating surgeon is not responsible 
for the acts of the interns in the 
after-treatment incidental to the 
operation, unless he had reason to 
believe improper care would be 
given.*® 


The Rule of Respondeat Superior 


There seems to be little cause for 
concern over the responsibility of 
the hospital for the acts of members 
of the medical staff who donate 
their services to the hospital. These 
physicians preserve their status as 
independent contractors; the rule 
of respondeat superior protects the 
hospital for their malpractice, if 
any. 

In general, physicians today are 
better trained and provide more 
skillful care for patients. The de- 
velopment of more intricate and 
specialized procedures has produced 
a class of specialists. True it is that 


128 


the number of malpractice suits has 
increased, but it would be a mis- 
take to ascribe this situation to the 
greater incompetence of physicians. 

It cannot be denied, of course, 
that the hazards of injury to pa- 
tients have grown, not because of 
the carelessness of physicians, but 
because of the manifold number of 
new diagnostic and therapeutic aids 
and procedures. The patient who 
was once considered a normal cas- 
ualty for whose death no mal- 
practice suit could be sustained may 
now be cured or have his life pro- 
longed. In the process of so saving 
the patient’s life or preserving his 
health, the physician may be un- 
dertaking new risks which can form 
the bases for more claims of mal- 
practice. In a sense modern medi- 
cine is a risky business and so is 
the operation of a hospital. 

Along with the development of 
better medicine has come a greater 
need for medical and paramedical 
personnel, not to speak of the short- 
age of professional nurses. Particu- 
larly acute is the need for more in- 
terns and residents. The hospital, 
unlike many other types of indus- 
tries, is a 24-hour operation. 

To meet the growing demands of 
better medical care in hospitals it 
has become necessary, particularly 
in the larger medical centers, to 
employ licensed physicians on a 
full-time salary basis. The shortage 
of interns, as well as the desire of 
our Federal Government to extend 
the educational facilities of this 
country to the training of foreign 
physicians, has opened opportuni- 
ties in American hospitals for for- 
eign physicians under the Exchange 
Visitors Program. Needless to say, 
these foreign doctors provide a 
much needed service to hospitals, 
many of which institutions could 
not function without them as in- 
terns or residents. 

It is generally recognized that 
these foreign physicians do not al- 
always have the first-class medical 
education which is given to the 
graduates of American approved 
medical colleges. If they did there 
might be less desire on their part 
to come here to improve their pro- 
fessional knowledge and skills, with 
the consequent loss of much needed 
physicians to do the chores of rou- 
tine medical care in hospitals. 

The employment of physicians is 
a necessary and indispensible ele- 
ment of proper hospital manage- 
ment if the hospital is to carry out 
its obligations to its patients. This 
trend may call for a reappraisal of 
the rule of respondeat superior 


by the courts in the case of physj- 
cians and nurses who are salaried 
members of the _ hospital’s staf 
rather than outside professionals 
called in to minister to patients. As 
has been stated in the recent case 
of Berg v. New York Society for 
the Relief of Ruptured and Crip. 
pled, decided by the New York 
Court of Appeals on July 11, 1956;2 
“Modern hospitals hire on 
salary not only clerical, adminis- 
trative and housekeeping em- 
ployees but also physicians, 
nurses and laboratory  tech- 
nicians of many kinds. Not only 
do they furnish room and board 
to patients but they sell them 
services which are ‘medical’ in 
nature and, though furnished on 
physicians’ orders, are performed 
wholly by and under the con- 
trol of the hospitals’ salaried 
staffs. What reason compels us 
to say that of all employees 
working in their employers’ busi- 
nesses (including charitable, 
educational, religious and gov- 
ernmental enterprises) the only 
ones for whom the employers can 
escape liability are the employees 
of hospitals?” 
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A life may depend 
on your floors 


In the operating room where so many 
lives have been saved, dangerous static 
currents are always lurking. 

Your conductive flooring can protect 
you against electric shock, fire or ex- 
plosion only if it is properly maintained. 
And only LEGGE polishes, cleaners and 
seals are specifically designed to retain 
the conductivity of your floors. 


Recommended by 
leading manufacturers 


LEGGE maintenance materials insure 
the safe dispersion of static charges into 
your floors. That’s why Congoleum- 
Nairn, Hubbellite and other makers of 
conductive floorings recommend their ex- 
clusive use. 

Your purchase of these products en- 
titles you to the Free services of a LEGGE 
Safety Specialist, trained to aid you in 
every phase of conductive floor main- 
tenance. 

For safety’s sake, write for our descrip- 
tive brochure, “One Little Spark’. 


Walter G. LEGGE Company, Inc. 





Dept. L-2, 101 Park Ave., 
New York 17, New York sins 
Branch offices in principal : . : 

cities, In Toronto — \LEGGE SYSTEM 


J. W. Turner Co. 
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We have heard of standarization 
committees in hospitals, but we 
scarcely hear of a group of hospitals 
getting together on a standard put- 
up of a dressing tray. It falls to the 
lot of the manufacturer, therefore, 
to find this out. 

Bauer & Black, among others, 
goes to the expense of conducting 
costly surveys in many hospitals to 
find a common method of packaging 
that will be acceptable to all. These 
surveys do for hospitals what hos- 
pitals will not do for themselves. 
It gets them to say “yes” to the 
packing standard of the “unit of 
single use.” 

The Pharmaseal Company, in 
prepackaging stomach tubes and 
other plastic catheters and tubing, 
has found that one or two sizes in 
their products are really all that are 
needed, and that the nurse and the 
doctor will yield their opinions in 
cases where products prove bene- 
ficial in the long run. 

The prospect of assembling all 
hospitals in a group, and getting 
them to standardize on all their 
hospital expendables is fantastic. It 
has to be done in a more natural 
and simple way. 

First, we have to either find 
groups within a hospital that can 
decide on standardizing or or- 
ganize a group that will perform 
that function. 

Two, we will have to be broader 
and more tolerant toward allowing 
manufacturers to analyze our pro- 
cedures. Only by this method can 
they package a product that will 
permit correct technique at the time 
it is used. The manufacturer at the 
same time had best control these 
types of investigations by using 
representatives that investigate and 
not pry or immediately the faith of 
the customer is lost. 

Three, we should submit new 
ideas to the manufacturers, even 
though they may seem ridiculous 
at the time. 

Fourth, we should carefully eval- 
uate all new products and not ac- 
cept them unless they fulfill all the 
tasks they are designed to do. A 
few punk products continue to do 
a great deal of damage to the faith 
the professions of medicine and 
nursing hold for the rest of the field. 

Always keep in mind that great 
wealth often comes in small pack- 
ages. You may save your hospital 
more money by buying a 30 cent 
disposable than if you bought a 
$5,000 piece of machinery. ” 


CABINET- 
SAN. 


SPRAY DEODORANT 


Economical, easy-to-use Cabinet-San 
removes stale smoke, perspiration, bath- 
room and sickroom (even ether, iodo- 
form, and the odors connected with some 
disease cases) odors quickly, completely. 
Its deodorizing spray leaves a pleasant, 
lingering aroma. 


Cabinet-San can be sprayed in inac- 
cessible spots . . . deodorizes fabrics; will 
not stain or make them sticky. 


Don’t risk offending! Keep a can of 
Cabinet-San every place odors may 
occur. Now available in economical 16- 
ounce size cans. Also in refillable wick- 
type “continuous evaporating” or spray- 
type plastic bottles and in 1 gallon jugs. 


Order 
Cabinet- 
San 
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Standards of the Joint Commis- 
sion on Accreditation of Hospi- 


tals 
Dietary Department 


® IN EVERY INSTANCE specific local 
laws and ordinances should be 
obeyed. The Standards of the Com- 
mission in relation to this depart- 
ment are as follows: 


a. There shall be an organized de- 
partment directed by qualitied per- 
sonnel and integrated with other 
departments in the hospital. 


b. Facilities shall be provided which 
meet the requirement of the local 
sanitary code for the storage, prep- 
- aration, and distribution of food for 
the general dietary needs of the 
hospital. These shall include fa- 
cilities for the preparation of spe- 
cial diets. 


c. There shall be a qualified dieti- 
tian on full-time or on a consultative 
basis and, in addition, administra- 
tive and technical personnel com- 
petent in their respective duties. 


d. There shall be a systematic rec- 
ord of diets, correlated with the 
medical records. 


e. Departmental and_interdepart- 
mental conferences shall be held 
periodically. 


It is the opinion of the Joint Com- 
mission that this department should 
be under the supervision of a quali- 
fied dietitian (preferably A.D.A. 
registered), on a full-time basis, if 
possible, or in smaller hospitals on 
a consultative part-time basis. 
There should be facilities for pre- 
paring therapeutic diets, although 
this does not necessarily require a 
special diet kitchen. In visiting a 
hospital, the surveyor evaluates this 
department on the basis of cleanli- 
ness, proper and adequate refrigera- 
tion, dish-washing and garbage dis- 
posal facilities, safe practices in the 
preparation and transportation of 
food, and the controls established to 
insure proper diet therapy. The 
commonest faults reported by sur- 
veyors are listed: 


1. Lack of thermometers and tem- 
perature controls in large refrigera- 
tors. 


2. Lack of temperature and thermo- 
static controls on dishwashing ap- 
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Reprints 


The following reprints, in limited quantities, of feature articles 
which have appeared, are available in easy reference form, 


Their cost is nominal. Right reserved to limit quantity while 


supply lasts. 


Please order by number, enclosing exact amount — money 


order, check or coin. 


10¢c Each 


. Hospital Administration 


. Selecting A Hospital Adminis- 
trator 

. The Administrator and the 
Board of Trustees 

. The Seven Deadly Sins of 
Trusteeship 

. Chief of Staff 

. The Growing Influence of Hos- 
pital Accreditation 


. Small Hospital Saga of Integra- 
tion 

. Staffing at the Administrative 
Level 

. Opportunities for the Adminis- 
trators in Mental Hospitals 

. The Practice of Medicine in 
Hospitals 

. G.P. in the Hospital 

. The Role of Chiropody in Hos- 
pital Services 

. Hospital Attendant Selection 


. The Art of Persuasion 

. Fund Raising Contracts 

. Life Insurance as Fund Re- 
source 


. Know What Your Funds are 
Producing 
. Come to the Fair 


. Rehabilitation—A Community 
Responsibility 

. Before You Disclose Informa- 
tion in Medical Records 

. The Medical Record Librarian 

. Business Machines in the Hos- 
pital Accounting Office 

. Telephone Facsimile 


. The Hidden Tax on Hospital 
Employees 

. Why Do We Need to Unite? 

. Why Not a Clinico-Pastoral 
Program? 


. Social Services for Psychiatric 
Patients 

. Ten Commandments of Good 
Communication 
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29. Architectural Therapy 

30. Floor Cleaning Is More than 
Sanitation 

31. Scheduling for the Housekeep- 
ing Department 

32. Boost Patient. Morale 

33. The Physical Therapist 

34. Music Therapy in Rehabilita- 
tion 

35. Safe Practice in Oxygen Ther- 
apy 

36. How Much Work Is Done in 
Your Laboratory 

37. On the Subject of Convalescent 
Care 

38. Nosocomial Infections 

39. This Recovery Reom Solved 
Our Problems 

40. The Problem of Emergency 
Service 

41, Experiences in the Handling of 

a Disaster in a Small Hospital 


42. Hospital Portable Emergency 
Kit 


43. Cardiac Emergency Kit 
44. The Pharmacy Committee 
Serves 


45. Pharmacy Service in Smaller 
Hospitals 

46. Does the Small Hospital Need 
a Pharmacist? 

47. How Central Service Grows 

48. Hospital Purchasing Comes of 
Age 

49. The Variable Height Bed 

50. Single or Multiple Dose Con- 
tainers 

51. Small Hospitals’ Clinic 
Morning Lift 

52. What Makes a Good Super- 
visor? 

53. Management Responsibilities of 
the Head Nurses 

54. What Are the Reasons for 
Nursing Service Turnover? 

55. Economics Affecting the 
Growth of Hospital Schools of 
Nursing 
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paratus and, even when present, not 
utilized. Hand drying of dishes. 


3. Poor and unsanitary garbage 
control and disposal. 


4. Storage of uncovered food in the 
same refrigerator with drugs. 


5. Failure to clean ice storage bins. 
This is quite frequently found. 


6. Presence of unimaginative, un- 
palatable, repetitious, stereotyped 
special diets. 


7. Poor housekeeping and sanitation 
in the department. 


8. Uninstructed personnel in the 
handling, presentation and disposal 
of food. 


9. Poor transportation of food, re- 
sulting in cold, unpalatable food. = 





Recipe for Aultman Alphabet Soup 


2/3 c Emergency and Sick Leave 
Pay 

2 c Breaks, or Rest Periods 

3 ec Vacation Pay 

3%4 ec Holiday Pay 

1/3 c Workmen’s Compensation 

1% c Social Security 

1 ec Group Insurance (Life, Ac- 
cident and Sickness) at a re- 
duced cost 

1 cBlue Cross Hospitalization 
Insurance at a reduced cost 

- ce Terminal Vacation Allow- 
ances 

1% c¢ Miscellaneous Payments 

Directions: Use Aultman brand 
ingredients for the best results. 
Combine all ingredients and simmer 
until well done. Aultman soup may 
be tasted frequently. This brings 
out the good flavor for which it 
is so well known. When done, serve 
in large bowls. 

By some strange process which 
we don’t understand (our cooks 
aren’t lab technicians, you know!) 
the ingredients multiply themselves 
so that this recipe will make a bowl 
of soup for every Aultman Em- 
ployee. That bowl will last for a 
whole year. 

Don’t know what’s “cooking”? 
Ok, let’s “boil it down.” Aultman 
Hospital provides fringe benefits 
(the ingredients in our Aultman 
alphabet soup) to the tune of $56,- 
719.14 last year. So, in addition to 
your paycheck, you receive some 
Aultman soup too—and its pretty 
good—no matter how you eat it! 
Agree? 

From The Aultman Trailblazer. 
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Classified Advertisement Rates $1.00 per line, minimum charge $3.00. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for March issue is January 28. 











POSITIONS OPEN 


POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


EXECUTIVE PERSONNEL: ( 
ler, Southwest. Strong background in ac- 
counting. 350 bed hospital. $8-$10,000. (b) 
Assistant Purchasing Agent. Calif. Good 
knowledge of hospital supplies and equip- 
ment. 500 bed hospital. (c) Director of 
Purchasing. Large hospital near Chicago. 
$9000. (d) Administrative Assistant. 350 bed 
teaching hospital. $6000 minimum, (e) Per- 
sonnel Director. Middle West 300 bed hos- 
ital. (f) Personnel Director, East. Man or 
Joman. 400 bed hospital. $6000 minimum. 
(g) Business Manager. East. Strong in ac- 
counting. 150 bed hospital. $6000 minimum. 


(a) Control- 


MEDICAL RECORD LIBRARIANS: (a) 
Chief. Southwest. Teaching hospital; 30 in 
dept. to $7440. (b) Chief. Middle West. 
bed hospital. $4200. (c) Chief. Chicago. 115 
bed hospital. $4800. (d) Chief. East. 150 bed 
hospital, 5 in dept. (e) Chief. New 100 bed 
hospital to open about April Ist. $4200 up. 
(f) Chief. Near N. Y. City. Teaching hos- 
pital. $6000. (g) oa outheast. Large 
teaching hospital. $5500 


EXECUTIVE HOUSEKEEPERS: (a) 
Calif. 325 bed hospital; 24 maids in dept. 
(b) Middle West. 335 bed hospital—expand- 
ing. 21 in dept. (c) East. 250 bed hospital 
near N. Y. City. 3 years old. Need someone 
capable of reorganizing dept.; and setting up 
a good training program. (ad) East. 225 bed 
hospital in large city. 35 employees in dept. 
(e) Pacific Northwest. Organize and head 
dept. of 115 bed hospital. (f) Southwest. 300 
bed hospital in large city. 50 employees in 
dept. (g) South. ew 250 bed hospital in 
city of 90,000. 35 employees in dept. 


NOTE: We can secure for you the position 
you want in the hospital field, in 
the locality you once tee for an 
application—a wil do, 
ALL NEGOTIATIONS STRICT- 
LY CONFIDENTIAL. 





LIBRARIAN: Medical Record—Registered. 
To assume charge of Record Room 135 bed 
general hospital. 40 hours. Salary open. Con- 
tact Miss G. A. Cooper, Woman’s Hospital, 
Cleveland, Ohio. 





WANTED: Combination Registered X-ray 
and laboratory technician, to head both de- 
partments, male or female. Beginning salary 
suggested $390.00-$400.00, commensurate with 
experience. For further details contact Ad- 
ministrator, Esther M. — Murphy Me- 
morial Hospital, Red Oak, 





“Palette Patter’ keeps 
you posted on the latest 
and best in artist materials 
and equipment. Get your 
free monthly copy. Write to 


Dept. HM-2 


AATEST SUPPLY a 
6408 W “ c . 


DETR 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


BUSINESS MANAGER: Small hospital, 
Colorado. New addition planned. (b) 180 be d 
modern hospital, Tennessee.. (c) 350 bed 
hospital, Pennsylvania. 


PURCHASING AGENT: 300 bed hospital, 
east. 


ADMINISTRATOR: New 35 bed hospital, 
midwest. (b) Small Modern hospital, indus- 
trial area, ichigan. (c) 50 bed _ hospital, 
Ohio. (d) 75 bed hospital, Virginia. (e) 
R.N. Home for Aged, south. 


CHIEF ENGINEER: 300 bed hospital, east. 


HEAD HOUSEKEEPER: Food Service 
Manager; large Mental-Nervous Institutions, 
midwest; south. 


EXECUTIVE HOUSEKEEPER: 250 bed 
hospital, New Jersey. (b) 400 bed Ohio 
hospital. (c) 275 bed Iowa hospital. (d) 175 
bed hospital, Bg poor (e) 140 bed hospitals, 
New York; New England. 


DIRECTORS OF NURSING EDUCA- 
TION Nursing Service, and Assistants. 
$6-8,000. 


TECHNICIANS: Laboratory; Bio-Chemists ; 
X-ray. 


RECORD LIBRARIANS: East, Mid-West; 
west coast. 





| ea 0 ae DIETITIANS: Therapeutic, 

D. A. members, for 350 bed hospital in 
Gicees area, recently expanded. rite or 
apply to Miss Margaret L. Schoeneich, Chief 
Dietitian, Memorial Hospital, Elmhurst, Til. 


OUR 6lst YEAR 


Ww OODW. AR) 


8S N.WABASH A 
CHICAGO. 
YODWARD * Dikecto} 


POSITIONS OPEN 


ADMINISTRATORS: (a) Medical ; very 
large fully apprv’d tchg hosp; a ps 1e e 
ability reorgan med _ staff, pref MAC 
attractive sal; ge city ; E. (b) bos bd fen 
expanding to 400 req’s one w/8-10 yrs exper, 
hosps 150-200 bde; $1,-12,000 depending on 
quals; Fla. (c) Req’s deg, HA, PA 

Adm, 4 yrs exper or equivalent; ; 
fully’ apprvd hosp; $12-14,820; Calif. (d) 
Fully apprvd, 350 bd hsp; outstndg Board & 
staff; must be affiliated ACHA; minimum 
$20, 000; MW. (e) Fully apprvd, tchg hosp, 
450 bds; increas’g now; $15,000 depend’g on 
qual; increase in 6 mos; house & utilities ; 
=. (#) Dir 60 bd hsp & act as consultant in 
opening 4 add’l sml hsps; will dir each hsp 
as they open; excel oppor achieve directshp- 
group 10 hsps; reqs at least nominee ACHA; 
So. Calif. ® a fully apprv’d, 225 
bd hosp; out $8,000; Ige city on Lake 
Mich, (h) Assistant; re work directly under 
and report to FACHA, Ist yr; then, assist 
adm with own responsibilities ; 200 bd hosp; 
univ twn, New England. (i) Assistant; full 
chge 150 bd TBc hosp, unit of 800 bd hsp 
Cait G 5 Rens advance within system; 
Calif. dm ass’t; medical schl affil, 400 
bd the, pref MPH or equivalent; minimum 
$6,000; Boston area. (k) Adm Asst; Div of 
Patient Care of 300 bd, fully apprvd hsp, 
cancer prog; $5880- $6468 ; city 600,000, 
Southwest. 


POSITIONS WANTED 


PATHOLOGIST: 4 yrs, pathology residency, 
fine midwest hsp; 1% yrs, assoc path, same 
hep seeks hosp path, E, SE, MW, SW, 

Board eligible, PA, CP; references give 
really exceptional commendations. 


RADIOLOGIST: Graduate, Class A; trn’d 
Johns Hopkins; 2 yrs, assoc rad, 300 bd 
hsp; Diplomate, both diagnosis & therapy; 
no locality pref; early 30’s. 





POSITIONS OPEN 





POSITIONS WANTED 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ASSISTANT ADMINISTRATOR: Age: 30 
years. Master’s Degree, Hospital Administra- 
tion, eastern university. 3 years Administra- 
tive Assistant; desires change. 


ADMINISTRATOR: Age: 32. Courses in 
Hospital Administration. 3 years Purchasing 
Agent; 3 years Administrator, 60 bed south- 
ern hospital. Available. 


ADMINISTRATOR: B.S. Degree, Account- 
ing. 7 years Business Manager, 120 bed 


hospital. 


BUSINESS MANAGER: West preferred. 
15 years public accounting experience. Past 
five years serviced hospitals as accountant, 
150-250 beds. 


PURCHASING AGENT: 4 years Purchas- 
ing Agent, 200 bed hospital. 10 years oper- 
ated own business. 


EXECUTIVE HOUSEKEEPER: B.S. De- 
gree. 1 year Housekeeping Trainee, 300 bed 
western hospital. 2 years Executive house- 
keeper, 250 bed hospital. 





eg te got, ASS’T: B. A. M. S. Eligible 
for AD A. Therap. aod Adm, Exp. Age 46. 
Milde Frank, 1505 Irving St., N. W., ash- 
ington, D. C 


For more information, use postcard on page 145 


DIRECTOR OF NURSES: Ultra-modern 
220 bed J.C.A.H. approved general hospital 
opened in 1952. New nurses residence nearly 
completed. Bachelor degree required — 
Masters degree desirable. Forty-hour week, 
ideal working conditions. Salary open. Ex- 
cellent personnel policies, social security, 
and group hospitalization. Attractive college 
town of 25,000 population, close to Estes 
Park and Denver. Immediate ogening. Apply 
H. Hill, Administrator, Weld County 
General Hospital, Greeley, Colorado. 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 


We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 





STAFF NURSES: Immediate opening, new 
ultra-modern 220 J.C.A.H. approved gener 
hospital. New nurses residence nearly com- 
pleted. Forty-hour week, $285 starting salary 
with $10 additional for. evening and nights, 
good chance for advancement and experience 
in surgery and obstetrics, excellent personnel 
policy, good working conditions, social se- 
oer. Attractive college town of 25, 

population, close to Estes Park, Denver and 
Colorado Springs. _ Ideal climate, ie 
boating, etc. Apply Director of Nurses, We 
County General Hospital, Greeley, Colorado. 
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POSITIONS WANTED 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


ADMINISTRATOR: Age 47. M.S. degree in 
Hospital Administration. 7 years experience. 
File No. WEH 

ASSISTANT ADMINISTRATOR: Age 32. 
MS. degree in Hospital Administration. 3 
years experience in hospitals as administrative 
intern, teaching and administrative resident. 
File No. CS 

PERSONNEL DIRECTOR: Age 49. A.B. 
degree. 17 years hospital experience. File No. 


AC. 





; a You 
Looking 


...for A JOB, 

AN EMPLOYE, 

SOME EQUIPMENT 

OR SOMETHING 
HERE'S HOW to find what you want, or 
to sell what you want to liquidate, pro- 
vided it has anything to do with the 
hospital field: Just tell the hospital world 
about it in the Classified Columns of 
HOSPITAL MANAGEMENT. It's a defi- 
nite way to get prompt results—and no 
wonder, either, when you realize it has 
something like 49,275 readers! Best of 
all, it's inexpensive. 





HOSPITAL 
PREFERRED 


sheet size 
5” x9” 





YOU ORDER FROM 


AMERICAN HOSPITAL SUPPLY CORP 


I vanston, Illinots 


manufactured by the 
SANITARY PAPER MILLS, Inc. 
East Hartford 8, Conn. 
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Standards of American Society 
of Hospital Pharmacists 


@ THE COMMITTEE on Minimum 
Standards of the American Society 
of Hospital Pharmacists has gone on 
record as denouncing the practice of 
using paper boxes, envelopes or 
ointment tins as medication contain- 
ers. Further, the Committee recom- 
mended that the standard container 
be of the amber type to insure the 
least deterioration effects possible 
from the action of actinic light rays. 

The supplemental report of the 
sub-committee on Containers and 

Labels recommended the following 

steps to be taken by hospitals with 

regard to ward and _ prescription 
containers: 
I. 
WARD CONTAINERS. 

(A) Should be of amber glass. 

(B) Should be of uniform shapes 
within certain categories, e.g. 

. In-patient medication. 

. Out-patient medication. 

. Internal liquids. 

. External liquids. 

. Tablets and capsules. 

. Ointments. 

Labels should show: 

. Name and address of hospital. 
(Committee feels this to be of 
prime importance). 

. Generic name of drug. 

. Strength in both metric and 
apothecary system. 

Labels should bear a protective 
coating and immediately be re- 
placed on showing signs of 
wear or soil. 

Il. 
PRESCRIPTION CONTAINERS 

(A) Should be of amber glass. 

(B) Labels should show: 

. Name and address of hospital. 

. Full name of patient. 

. Other usual information, e.g. 
Number, date, directions, pre- 
scriber and compounders’ in- 
itials. a 


~~ 
Q 
RPS Our WDE 





A harried business executive 
went to his physician to get a pre- 
scription for sleeping pills, only to 
find that he was allergic to seda- 
tives. 

“What about some of this twilight 
sleep I’ve read about?” he asked the 
doctor. 

“Oh, that’s only for labor,” was 
the reply. 

“Good heavens!” exclaimed the 
executive, “haven’t you anything for 
management?” 


HOALISTER 


J 


Franklin C. Hollister Company 


833 N. Orleans St., Chicago 10, III. 








|Roabbetobars 
Tumbler 


FULL-DRIES 
800 LBS. PER HOUR 


PRE-CONDITIONS 
2400 LBS. PER HOUR 


RELEASES STEAM 
CAPACITY FOR OTHER USE 


AUTOMATIC “TIME 
SAVING” OPERATION 


CHALLENGE 
MANUFACTURING CO. 
7400 East Bandini Blvd 


Angeles 22 


For more information, use postcard on page 145 














Management Aids 





223 — Cine-Fluorex 


® A BOOKLET AVAILABLE from Westinghouse Electric Corporation, presents a new dynamic film 
method of recording fluoroscopic examination study. The booklet discusses how the Cine-Fluo- 
rex x-ray unit was developed and includes an excellent schematic drawing of the principles 
of operation. Various photographs demonstrate that the unit can be used for all diagnostic appli- 
cations and does not interfere with normal fluoroscopic work habits. 


Versatile Stretcher 


®. SIMPLIFICATION of patient handling is demonstrated in. this eight-page, two-color booklet from 
Brooks & Perkins, Inc. The patient is moved just once, onto the magnesium stretcher, which gives 
patient firm support. This stretcher, with the patient on it, can be moved onto the rolling shuttler 
or straddler, and thus moved about the hospital to needed services, without being transferred from 
stretcher to bed, to x-ray table to operating table. 


Semi-Dry Floor Maintenance 


® A FoUR-PAGE folder describing two products formulated specifically for semi-dry floor mainte- 
nance has been issued by the Oil Specialties Refining Co. One product is a waxless, removable floor 
finish. This finish is said to impart a very high lustre to floors without rubbing or polishing, and to 
have a greater anti-slip coefficient on asphalt tile than is required by Underwriters’ Laboratories. 
The companion product is a cleaner-maintainer. It is used first to strip old wax or finish and re- 
move all soil from floors. After application of the waxless finish, semi-dry mopping with the clean- 
er-maintainer will quickly remove any accumulated soil and at the same time add a new coating to 
the original finish. 


Care is Important 


® BECTON, DICKINSON AND COMPANY has recently released an informative booklet with complete in- 
formation on how to care for hypodermic syringes and allied products. In this booklet you will 
find questions and answers pertaining to the care, construction, sterilization and sharpening of the 
needles. In addition there are pages devoted to information about thermometers, blood pressure 
technique and techniques of injection. 


How to Maintain Conductive Floors 


® THIS FOLDER gives detailed information on the maintenance of electrical conductive floors. It 
shows how proper maintenance prevents wear of these costly floors and helps keep the conduc- 
tivity of the floor at the same time. Released by Huntington Laboratories Limited, it would 
be a valuable booklet for the files of every hospital with conductive floors. 


Laboratory Weight Catalog 


™ THIS BOOKLET issued by Henry Troemner, Inc., concisely reviews construction and tolerance de- 
tails for laboratory weights, including micro, semi-micro and general purpose weights. The booklet 
dispels the confusion related to classification of laboratory standards and working weights. It = 
contains a complete price list of laboratory weights in every popular class. 
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read: 


"Washington Bureau Reports” 


in this, and every issue! 
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Why not enter a personal subscription to Hospital Manage- 
ment? $4.00 for a full year. Write: Hospital Management, 
105 W. Adams St., Chicago 3, III. 
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NEW FREE 
TIMESAVER 


to help schedule 
Housekeeping Jobs 


dally, x 
work plain a 
guide 


- for 


ef] ficient 


Get more efficient housekeeping from present man- 
— and equipment with this new work planning 
guide 
It provides a methodical, orderly system for 
scheduling the daily work of the maintenance crew. 
e Makes planning the work day simple. 
e Gives each worker an “at-a-glance” 
what he is required to do. 
e@ Makes supervisor’s follow-up easy. 
e Provides convenient record of work accomplished 
—and when. 
Plus suggestions on building maintenance—ideas 
to speed the job and ease the load—tips on caring 
for mechanical equipment—tips on maintenance 
methods for various kinds of floors. 


picture of 


It’s yours Free... Mail Coupon Today! 











“‘Speedboy Deluxe 


co 


For Floor Cleaning Jobs 
you can’t beat this 
PERFORMANCE 
PAIR 


ADVANCE 
ADVANCE Je 


Wet or dry vac 








ADVANCE FLOOR MACHINE CO. 
4102AJ Washington Avenue No., Minneapolis 12, Minn. 

L] Yes—we'd like our Work Planning Guide. 

C) Also send literature on Advance vacs and floor machines. 


Name. 





Company. 


Address. 
MAIL COUPON TODAY FOR FREE WORK PLANNING GUIDE 
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sion complications that are com- 
monly grouped under the one term 
“transfusion reaction.” Only one of 
these can be predetermined by the 
crossmatching procedure. The nine 
complications are: 

. Pyrogenic—fever, chills; occurs 
approximately 4 percent of the 
time 

. Urticarial—hives; occurs 1 per- 
cent of the time 

. Circulatory overload—results 
from increased blood volume 

. Hemolytic—excessive amounts 
of broken down blood: present 
in the circulation; one to five 
hemolytic reactions per 1,000 
transfusions are _ inevitably 
caused by human error; this is 
the only reaction which can be 
picked up in the cross match. 

. Air embolism—rare with the 
modern equipment now used. 

. Contaminated blood—rare but 
fatal 

. Serum sickness 

. Sodium citrate reaction—now 


rare 
. Disease transmission—syphilis, 
malaria, infectious hepatitis 


There is no doubt that a large 


proportion of transfusion accidents . 


are due to mistakes in blood typing 
and crossmatching but not all. For 
example, sometimes the donor bottle 
is typed wrong or the blood may be 
given to the wrong patient. This is 
all considered negligence. It is es- 
sential that checks be made by all 
concerned before a transfusion is 
given." 


Legal Aspects 


Not everyone is permitted by law 
to give a blood transfusion. It used 
to be that the doctor was the only 
one who had this dubious honor. 
Since the war,-medical experience 
has shifted because of new experi- 
ences and development of technics. 
It is now regarded as the rule from 
the medical and legal standpoint 
that (1) a trained technician may 
withdraw but not administer blood; 
(2) a registered professional nurse 
who has had adequate instruction in 
such procedures may administer 
blood under the direction and su- 
pervision of a licensed physician in 
a routine case where the vein is 
easily accessible; (3) a nurse may 
not make an incision to reach a vein 








Clean Syringes, Needles - Equipment 


with 1 Cleaner for Hand or Machine Washing 


with a 
ae 


The Liquid Cleaner 


Will Not Etch Glass 
Nor Remove Markings! 


Cuts Inventory! 


7X o-matic is unique because it can be used as 
a controlled foaming solution for hand clean- 
ing as well as a non-foaming cleaner for use in 


machines at higher temperatures. 


7X o-matic washes cleaner, faster and at less 
cost! Works instantly without mixing; pene- 
trates deeper to remove every trace of soil; leaves 
no resdue. And, 7X o-matic is economical, too; 


a little does a lot. 


For Details Please Write to Dept. 258H 


LINBRO CHEMICAL CO. 


681 DIXWELL AVE., NEW HAVEN 11, CONN. 
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except in an extreme emergency 
where a doctor is not available? 

The next question concerns how 
much of this responsibility the hos. 
pital is legally liable for. Under the 
doctrine of administrative neglj- 
gence which prevails in New York, 
the hospital is liable for errors 
which are non-medical in nature! 
Transfusions to the wrong patient 
are considered as an administrative 
procedure. 

The patient assumes certain risks 
when they receive blood. These are 
as follows: 


1. A certain number of transfu- 
sions have an inevitable fatal reac- 
tion or average mortality. There is 
an estimated one death per 1,000 
transfusion under the best of cir- 
cumstances.‘ 

2. In emergencies the patient as- 
sumes certain risks not assumed in 
non-emergencies. In such a case, 
medical judgment has to balance the 
danger of fatal hemorrhage or shock 
over the danger of relatively inac- 
curate blood testing. However, there 
are generally accepted minimal lab- 
oratory procedures even in emer- 
gencies.° 

3. Transmission of serum jaundice 
through blood transfusions has oc- 
curred fairly frequently in the past. 
In general, transmission of serum 
jaundice is an assumed risk on the 
part of the patient. However, when 
the disease can be shown to be due 
to improper sterilization it is con- 
sidered negligence.’ 

4. Allergic reactions occur in 1 
percent of the cases regardless of 
the given high degree of care. 

There are certain risks that are 
not assumed by the patient when he 
receives a transfusion. These are: 


1. Transfusions of blood of incor- 
rect type is evidence of negligence 
if death or hemolytic reactions fol- 
low.’ 

2. Errors in proper identification 
of blood transfusion recipients are 
not risks which are assumed by the 
patient.* 

3. Use of the universal donor 
blood is dangerous because of the 
possibility of iso-agglutinins. Failure 
to check for this and a resulting 
damage to the patient is considered 
negligent.” 

4. Use of blood which has been 
stored over 21 days is evidence of 
negligence.* 

5. Likewise, use of contaminated 
blood is negligent.’ 

6. The patient does not assume 
the risk of the responsibility of an 
air embolism.’ 

7. Nor does he assume the risk of 
a circulatory overload.’ 
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8. Thrombophlebitis at the site of 
the needle insertion is evidence of 


negligence.” 
Summary 


The hospital administrator must 
be aware of these risks as he would 
be aware of any other hazard in the 
hospital. Make sure adequate checks 
are in use and that the best person- 
nel available are on the job. Until a 
positive technic is discovered to pre- 
vent the transmission of bacteria, 
virus and parasites through blood 
transfusions, hospitals should make 
certain that their public liability in- 
surance policies contain a “products 
liabilities’” clause as a protection 
against lawsuits. 


References 


‘DeGowin, E. L., Hardin, R. C., 
Alsever, J. C.: Blood Transfusion. 
W. B. Saunders Company, 1949. 

*Hayt, E., Hayt, L., Groeschel, A.: 
Law of Hospital, Physician and Pa- 
tient. Hospital Textbook Company, 
1952. 

‘Berg v. N.Y. Society for Relief & 
Crippled. Court of Appeals 154 
N.Y.S. (2d) 455, LN.Y. (2d) 499 
1956. 

‘Moore, C. V., J.A.M.A. 149: 1613, 
August 30, 1952. 

‘Parker, L., Hospital Topics 34: 
56, June 1956. 

‘Thompson, J. L. and Sutliff, W. 
D., South. M.J. 45:801, September, 
1952. 

‘Necolayff v. Genesee Hospital 61 
N.Y.S. (2d) 832-270 App. Div. 648 
1946. 

‘Mississippi Baptist Hospital v. 
Holmes 55 50 (2d) 142, 214 Miss. 
906, 1951. 

"Borden, C. W.: Fatal Transfusion 
Reactions from Massive Bacterial 
Contamination of Blood. New Eng- 
“ J. Med. 245: 760-765, November, 
1951. 

"Kornblitt, H.: A Tortious Aspect 
of Blood Transfusions. Am. A. Blood 
Banks News Bull. 7:65, June, 1954. 

“Manual on Insurance for Hos- 
Pitals. A.H.A., 1955. . 





FAIR 
Continued from page 108 


men involved. Following it has done 
more for me in my department than 
anything else I’ve ever tried to do. 
You get more willingness to do 
something extra from your people 
when they have a chance to help 
you work things out.” 

23—“One of my pet methods of 
Setting the job done in my depart- 


FEBRUARY, 1958 








ment is to give my employees things 
to work up on their own. That 
keeps them from being mere ma- 
chines. It keeps them alert. It en- 
ables them to have that something 
extra when they have to think out 
a problem all by themselves during 
an emergency.” 

24—‘I carefully avoid making 
promises that I may not be able to 
fulfill. I’ve found that’s a bigger 
source of resentment by employees 
against their supervisors than any- 
thing else. When it involves the 
hospital I make sure first it will be 
delivered before I promise.” a 
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Continued from page 128 
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prepacked sterile product 


VASELINE 
PETROLATUM 
GAUZE 


conforms fully to the official 


standards prescribed by the U.S.P. 


This prepacked, pretested material assures 
unquestionable sterility at time of use. 


Especially-designed equipment impregnates the 
gauze so lightly and uniformly that the danger 
of maceration is minimized. 


Most hospitals are neither staffed nor equipped to fol- 
low the U.S.P. XV specifications for the preparation and 
control testing of a dependably sterile petrolatum gauze. 
That is why ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 
is their choice of a nonadherent dressing. It has proved 
itself “best by test” in millions of cases in thousands of 
civilian as well as military hospitals throughout the 


WHY USE SUBSTANDARD 





CHESEBROUGH-POND’S INC. 


Professional Products Division 


VASELINE is a registered trademark of Chesebrough-Pond’s Inc. 





For more information, use postcard on page 145 
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LETOURNEAU 
Continued from page 58 


1. Abdominal Surgery 


Any surgeon who enjoys priv- 
ileges to undertake abdominal sur- 
gery should be competent to deal 
adequately with any eventuality that 
may arise within the abdominal cav- 
ity during the course of the opera- 
tion. The more extensive abdominal 
operations should not be attempted 
by anyone unless there are avail- 
able adequate surgical assistants, 
specialized operating room nurses, 
proper equipment and supplies, and 
facilities for blood transfusions, ex- 
amination of frozen section tissues, 
recovery room and so on. 


fl. Proctology 


A surgeon who applies for priv- 
ileges in proctology should produce 
evidence of his qualifications, pref- 
erably a_ certification from the 
American Board of Proctology. 
Some abdominal surgeons have 
demonstrated proficiency in this 
speciality and may combine the 
two. 


ill. Neck Surgery 


Neck surgery requires a thorough 
knowledge of anatomical relation- 
ships. A surgeon who undertakes 
surgery of the neck should be pre- 
pared to deal with any eventuality 
that he may encounter there. Some 
general surgeons restrict their prac- 
tice in this area to thyroidectomy 
Some. surgeons may do thyroid sur- 
gery exclusively. 


IV. Breast Surgery 


There is some variation of opinion 
concerning the hazards involved in 
operations of the breast. Some con- 
tend that abscesses, biopsies and 
small cysts should be included in 
minor surgery. The more prudent 
authorities include all breast sur- 
gery in major surgery. General 
surgeons should present positive 
evidence of their competence in all 
aspects of breast surgery before he- 
ing allocated privileges. 


V. Thoracic Surgery 


Thoracic surgery generally com- 
prises all of the organs contained in 
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HYLAND ere sencc une 
ALBUMIN 


Fast-Acting, Hepatitis-Free, Ready for Immediate Use 
25% (Salt-Poor) Solution: 20 cc. vial (5.0 Gm. albumin) 


50 cc. vial (12.5 Gm. albumin) with administration set 


SHOCK SHOC 


for syringe administration 


the thorax including the lungs, the 
mediastinum and the oesophagus 
but excluding the heart and great 
vessels. Some thoracic surgeons are 
trained only for lung surgery. A 
separate classification is provided 
for cardiac and cardiovascular syr- 
gery. 


VI. Cardiac and Cardiovascular 
Surgery 


This type of surgery should be re- 
stricted only to those surgeons who 
have demonstrated a complete mas- 
tery of the art and technical science 
of heart surgery. In an emergency, 
a certified thoracic or general sur- 
geon might undertake a heart op- 
eration as a lifesaving measure. 
Cardiovascular surgery outside of 
the thorax may sometimes be un- 
dertaken by a,general surgeon with 
specialized training. Varicose vein 
surgery is usually considered with- 
in the province of the general sur- 
geon. No cardiac surgery should be 
undertaken in the hospital unless 
all the proper equipment, person- 
nel and facilities are available. 


Vil. Eye Surgery 


Surgery of the eyeball should be 
restricted to board-certified oph- 
thalmologists. Surgery of the eyelid, 
especially plastic repair, should be 
performed only by certified ophthal- 
mologists or specialists in plastic 
surgery, saving procedures noted 
under minor surgery. 5 





MAC EACHERN COMPETITION 
Continued from page 55 


tions and parties by either patients 
or staff should be included—in other 
words, anything which helps tell 
your particular story. 

The public relations entry should 
be in scrapbook form, neatly in- 
dexed for easy reference, and clear- 
ly telling your story. 

As has been said, public rela- 
tions is not a once in a while thing 
and this should be clearly illustra- 
ted in your entry. Include any- 
thing which, in your estimation, 
helps to tell your individual siory. 

To help you, choose the proper 
material for your various entries, 
we have available four reprints on 
the rules and regulations, and help- 
ful hints. 

(1) Annual ‘HM’ Competitions. 


(2) Win A Prize For Your Hos- 
pital. 

(3) The Annual Hospital Report. 

(4) What Makes a Good Annual 
Report. 2 


5% Solution in Saline: 250 cc. bottle (12.5 Gm. albumin) 


with administration set 


Hyland Laboratories j 
4501 colorado blud., los angeles 39, calif. 
For more information, use postcard on page 145 


252 hawthorne ave., yonkers, n.y. 
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Dangers of Unnecessary 
Transfusions 


§ THE SHOT-IN-THE-ARM of a blood 
transfusion given many sick patients 
in connection with operations can 
be too much of a good thing, a 
pathologist warned. 

Radio-isotopes, which now make 
it possible to measure circulating 
blood, plasma and blood cell vol- 
ume, indicate that many such trans- 
fusions today may be unnecessary 
and may even, in some cases, injure 
the patient. 

A pathologist, Dr. William Free- 
man, described recent studies which 
revealed that three out of four pa- 
tients who normally would have 
been given additional blood by 
transfusion had more than enough 
to start with. 

Until recently, doctors have relied 
on time-consuming analyses of ele- 
ments in the blood, plasma and cells, 
in estimating the amount of blood 
circulating through the system. No 
accurate method of measuring total 
blood quantity was known. Radio- 
active iodine injected into the 
bloodstream now affords the an- 
swer. Like a “hitch-hiker with a 
walkie-talkie,” it relays back to a 
sensitized geiger-counting machine 
important information about where 
it is and what is going on. The ex- 
tent of its dilution reveals the total 
amount of circulating blood into 
which it has been absorbed and thus 
gives the clue to measurement. 

While former .laboratory tech- 
niques involving blood cell, hemato- 
crit count and plasma may give a 
fairly accurate estimate of blood 
volume in normal patients, in situa- 
tions where there is a changing 
blood volume, such as occurs in 
serious medical and surgical dis- 
eases, these factors are unreliable 
and are not true indications of a 
need for transfusion. 

Even though a patient may be 
pale and his blood count appear to 
be low, an excess amount of blood 
in the circulatory system may make 
the total cell count adequate, even 
though the number in a small blood 
sample suggests a deficiency. The 
circulating volume alone reflects a 
true need for blood. 

It has been thought that loss of 
blood during operations or child- 
birth frequently left a patient with 
an undersupply of blood and red 
cells which might be restored 
through transfusions. On the con- 
trary, Dr. Freeman stated, his 
Studies revealed that a_ startling 
number of patients actually had 
over-supplies of blood and even of 
blood fractions. 
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Of more than 300 seriously ill or 
post-operative patients examined 
who might have been given routine 
blood transfusions on the basis of 
usual tests, 61 percent had normal 
whole blood volumes. Only 12 per- 
cent were actually deficient in 
whole blood, with no more than 9 
percent showing lowered plasma 
and 25 percent inadequate red cells. 
Twenty-seven percent, on the other 
hand, had excessive circulating 
whole blood and cell volumes, and 
35 percent excessive plasma vol- 
umes. Transfusions would have 
been wasted on at least 75 percent 
of these patients, he pointed out. 

Furthermore, in cases of arterio- 
sclerosis or weak heart, injection of 
superfluous amounts of blood may 
cause death through excessive pres- 
sure on the artery walls and over- 
strain on the heart. 

Dr. Freeman warned that blood 
transfusions should never be given 
as precautions in surgery without 
such tests of total blood volume 
being made. Exception is when 
there is active hemorrhage and an 
immediate transfusion is clearly in- 
dicated. 

These studies substantiate earlier 
findings that the use of radio-active 
iodine in human serum albumin is 
practical, accurate and can be re- 
peated without danger to the pa- 
tient. 

Determinations of blood volume 
made one minute after injection of 
radioactive iodine are more accu- 
rate than those made five, ten or 
15 minutes later, he reported. 
Since normal circulating time is 15 
seconds, the iodine spread to all 
parts of the system within a min- 
ute, a 





What does it take 
... TO BE A STUDENT NURSE? 


= Miss Ruth Sleeper, R. N., one of 
the foremost nursing authorities in 
the United States, has asked some 
pertinent questions of parents who 
may have daughters interested in 
nursing. Miss Sleeper asks how can 
you tell if your daughter will be 
successful and happy as a nurse? 
1. Is she reliable? A patient’s life 
may depend on the nurse’s faith- 
fulness in carrying out orders in 
the doctor’s absence. Does your girl 
rinse the dishes when you are not 
there to check? Does she admit a 
mistake rather than evade responsi- 
bility? 
2. Does she reach out for respon- 


sibility? The girl who volunteers 
to help at home shows the willing- 
ness and capacity for teamwork 
that a nurse must have. 

3. Is she a good student? A nurse 
must learn many complicated tech- 
nics and skills. Many schools want 
only girls who stand in the top third 
of high school classes. 

4. Has she an inquiring mind? A 
good nurse constantly asks “Why?” 
Is a crying child in pain? Or is he 
terrified, as was one little boy told 
by his sister that if he were bad the 
doctor would cut off his toes? A 
nurse must soothe worries as well 
as wounds. 

5. Is she adaptable? A nurse must 
have the out-going friendliness that 
comes from understanding and 
liking other people. 

6. Has she a good sense of 
humor? Humor is like an air cush- 
ion. It eases the jolts. A nurse must 
be able to see the ridiculous and 
not laugh; see the heartbreaking 
and still smile for the patient’s sake. 

7. Is she tolerant? Pain does not 
recognize personalities, creed or 
color. 

8. Is she generous? A nurse often 
puts the needs of her patient before 
her own pleasures. 

9. Is she discreet? A nurse is 
trusted with many secrets and must 
have a high sense of honor about 
keeping them. 

10. Is she in good health, phys- 
ically and emotionally? 

Does your daughter have these 
qualifications? I say “daughter” be- 
cause, while about 4 percent of 
nurses today are men, the profes- 
sion is one in which women shine 
predominantly. 

If your girl brings the qualities 
of mind and heart and spirit that 
nursing demands, it will give her, 
in return, rewards far beyond 
wealth; rewards that never can be 
lost or stolen; a life of stimulating 
contacts, honor and respect in her 
community, and the priceless satis- 
faction of knowing that every hour 
of her working life has been of use 
to others. a 

From The Voice of Hillcrest 





™ THE DEATH RATE from pneumonia, 
influenza and tuberculosis has 
dropped about 90 per cent since 
1900 in the United States, Health 
Information Foundation reports. 
HIF attributes the improvement to 
medical advances, particularly new 
drugs, and to better living condi- 
tions. i 
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Product News and Literature 





201 — Adjustable Bathtub Seat 


® BATHTUB SEAT which can be used in modern built-in tubs. This tub is made with rugged chrome- 
plated steel supports; the heavy-duty enameled wood seat is 12 inches wide and sets down five 
inches below tub level. It has corrugated rubber-lined thick steel hanger clamps to prevent marring 
bathtub porcelain. Underneath is an adjustable screw clamp which locks the portable seat against 
bathtub wall in a matter of seconds, avoiding slippage. 


Acoustic Stethoscope 


® A NEW ACOUSTIC STETHOSCOPE will allow cardiovascular sounds to be heard twice as loud as with 
other instruments. Five chest pieces; adult diaphragm for high pitched murmurs; one-inch open 
bell for localization of low- and medium-pitched sounds and murmurs; one and three-eight inch 
open bell for sensing low- and medium-pitched sounds; pediatric diaphragm for high-pitched 
sounds in infants; three-fourths inch open bell for low- and medium-pitched sounds and murmurs 
in infants. Stethoscope length (ear pieces to chest piece) is 20 inches. 


Interval Timer 


® A REMINDER TIMER that clips on to doctors’ and nurses’ uniforms, has the weight and size of a 
man’s wristwatch. Can be carried anywhere like an ordinary fountain pen. The dial can be set for 
five minutes up to four hours as desired. Buzzes at preset intervals. Times anything from taking 
pills to public speaking, also used for diathermy, ultrasonic, infra-red and ultra-violet treat- 
ments. The knob winds the Swiss jeweled movement plus the alarm simultaneously. 


Extra-Length Hospital Spring 
™ THE NEW EXTRA-LENGTH hospital spring gives king-size patients the length they need for com- 


fort and proper care. Full seven feet long with a wider center section. Provides more comfortable 
sitting posture. 
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205 — Ice Machine 





™ ICE-MAKING EQUIPMENT which can produce any size of ice, ranging from king-sized crescents 
to thin-ice wafers at the turn of a dial. It incorporates a selector dial which, when turned to the de- 
sired ice shape, instantaneously manufactures the specific ice size. There are three selector-dial 
models available; an air-cooled model makes 200 pounds of ice per day, a water-cooled machine 
produces 225 pounds a day and a larger water cooled model which makes 450 pounds per day. All 
models feature fracture proof freezers made of stainless steel, wrap-around freezing tubes which 
increase efficiency, and result in lower operating costs. 


Cleaning Gun 


™ A COMPRESSED AIR GUN that cuts cleaning of cages and other equipment by half. A selector dial 
chooses detergent, water-rinse or air-dry methods. The use of dangerous steam is eliminated; an- 
other safety factor is a special valve that checks possible pressure build-up. Easily disassembled, 
the gun supplied with a ten-foot pressure hose and inlets for compressed air, water and detergent 


pe or disinfectant. The gun connects to any standard compressed air system. 


five 
ring Disposable Oxygen Mask 
inst 
™ MASK Is MADE OF pliable polyethylene that conforms to contours of patient’s face for the utmost 
in comfort. After administration, mask is thrown away, no danger of cross contamination. Correct 
air vent-holes on each side of nosepiece permit proper administration and safeguard the patient in 
the event of a blocked inlet line. Elastic headband adjusts instantly for snug fit, stays where it is set. 
Transparent breathing bag is securely sealed to nosepiece section, has heat-sealed seams which 
cannot separate, and a permanently sealed firm vinyl inlet tube. Entire unit weighs less than one- 


half ounce. 
vith 
2 Esophageal Stethoscope 
n 
hed ™& THE ESOPHAGEAL STETHOSCOPE ENABLES the anesthesiologist or anesthetist to receive more audible 
urs * heart and respiration sounds as the acoustical transducer is located inside the body cavity, and 


alongside the trachea. A self-retaining left ear-piece on the esophageal stethoscope gives its wearer 
comfortable, continuous use. Ear pieces are available for either the left or right ear and in medium 


or large sizes. Connecting tubing holds a standard Luer-Lok union. The complete kit includes a 24 
French transducer. If desired, 12 French and 18 French are also available. 





Disposable Shroud with Hood 


f 

-_ ™ A DISPOSABLE MORTUARY SHROUD garment of strong white opaque creped paper has been created 
: to replace the more expensive muslin sheets which are not returnable. The disposable garments 
‘ing : ; ; 

ty have an added value over shroud sheets, being formed for the purpose with a face-covering hood 


at a price that makes them disposable. 


Automatic Folding Machine 


™ ELECTRICALLY OPERATED by a heavy continuous duty motor for AC only. Handles paper sizes in a 
range from 9% inches by 15 inches to 2% inches by 4 inches, with the rated capacity of 15,000 
pieces per hour, depending on the size of the paper to be folded. In addition, the entire mecha- 
m- nism is quietly driven by a trouble-free timing belt drive. No gears. Makes the seven folds most 
ble commonly used for letters, invoices and mailing pieces; changes in folding proportions are instantly 
accomplished by two simple controls which immediately change the operation from one type of 
fold to the desired fold. 
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211 — Multi-Channel Oscillograph 


® MOBILE, SECTIONALIZED RECORDER enables users to intermingle 
electrical, pneumatic and mechanically actuated pen writers op 
the same chassis. This building block system of standardized com. 
ponents plus a wide selection of plug-in electronic amplifiers and 
transducers provide a system of unusual flexibility to record g 
variety of events occurring simultaneously. 


Bedside Floor Lamp 


™ THIS FLOOR LAMP permits tipping to almost 35 inches without 
falling. The floor base is raised to provide scuff-proof feature 
which prevents scuffing from floor polishers, mops, and vacuum 
cleaners. Seven different types of light in addition to an electrical 
outlet. The shade is ventilated, safe from burns, and is rolled back 
on bottom to prevent sharp edges. A simple turn of the inside 
rotary reflector gives the doctor added light for examinations, and 
gives the patient additional light for reading. The switches are at a 
convenient mattress level. 


Pro-Pant 


® A PROPHYLACTIC GARMENT for hospital and nursing home use. 
Protects bedding and clothing from the incontinent patient in 
senility, post-operative or congenital cases. Made of heat and acid 
resistant, thin gauge plastic, lined with sanforized cotton flannel, 
designed so that it will accommodate cellulose or other disposable 
absorbent pad. Elasticized at waist and thigh and fastened with 
stainless steel snaps. Entire garment is washable, boilable and 
bleachable. Another model available for outpatient use. 


Liquid Frying Medium 


=" THIS IS A LIQUID, all-vegetable frying medium, easily pourable 
over a wide range of temperatures. It is bland in flavor, making 
it possible to produce deep fried products that maintain their own 
natural flavor, with eating quality and improved eye appeal. This 
product contains an exclusive ingredient, giving maximum frying 
stability, prevents excessive smoking, gum formation and foaming. 


Hospital Incinerator 


= a 15-BUSHEL outdoor incinerator, to solve the problem of in- 
creasing costs of hauling and disposing of waste paper, cartons, 
excelsior, and other refuse. Incinerator is shipped assembled and 
requires no installation cost. The trash burns safely out of doors 
in any weather. Requires no auxiliary fuel and does not have to be 
watched. 


Dual-Temp Cups 


® DUAL-TEMP cuPs keep beverages hot from kitchen to room and 
all during the meal. No more burned fingers or lips and a space- 
saver on the tray, too. You no longer need cup, saucer and bev- 
erage server, this one cup takes the place of three bulky items. 
These cups are all-aluminum with double wall insulation that 
retains cold as well as heat without outside sweating. When the 
beverage is poured in the kitchen, just snap on the heat-retaining 
plastic lid and the liquid stays hot and fresh. 
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217 — Mobile Ladder-Truck 






® THIS MOBILE LADDER-TRUCK saves labor, is ideal for the main- 
tenance of lights, cleaning of windows, blinds, transoms and upper 
wall spaces. Has compact dimensions which make it easy to roll 
the unit through tight spaces, between room furniture and next 
to windows. All supplies may be carried on this truck. The ladder- 
truck locks automatically and provides guard rail protection so 
that both hands are completely free for overhead tasks. 











Heavy Duty Shelving 







™ A DEVELOPMENT in steel rod shelving, it is assembled without 
nuts, bolts or screws. Two features of this shelving are its quick 
assembly and heavy load capacity. Shelves are suited for uses 
where air circulation is desirable, in moist or refrigerated atmos- 
pheres or where wet objects must drain. The material used is 
heavy weight steel rod, into which notches are cut to close toler- 
ance so that the shelves and uprights are locked into place. The 
notched wires slide easily into place and assembly takes only a 
matter of minutes. The shelving and uprights are plated after 
fabrication. 






















Solutions flask 






™ SELF-SEALING under perfect vacuum. Water hammer signal per- 
mits sterility maintenance check before use. Cylindrical body and 
flat base for extra strength and reduction of breakage. Moulded of 
special pyrex glass for resistance to chemical corrosion, thermal 
and mechanical shock. Choice of single or double hole bushings to 
achieve administration technique desired. Double graduations for 
volume determinations. Opposite side of flask plain for labeling 
purposes. 
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Locker Rack 










™ CLOTHES STORAGE UNIT for use where floor space is limited. This 
rack accommodates 10 persons in minimum floor space; all com- 
partments are at convenient height; this is also portable. Each door 
is equipped with built-in lock with two keys. Patented coat hanger 
and chain arrangement permits coats and jackets to be locked to 
rack preventing theft. The locker rack is 50 inches wide, 18 inches 
deep and 76 inches high. 

































Ethylene Oxide Sterilizer 











® THIS IS DESIGNED for rapid and effective sterilization of labora- 
tory supplies. It differs from other gas sterilizing equipment in 
that it uses a special 11 percent ethylene oxide mixture. Gas is 
packaged in low pressure, disposable aerosal containers. Of es- 
pecial interest to hospitals is the extreme permeability of this 
process, which permits protective wrapping or pre-packaging 
of instruments and supplies to be sterilized. Chamber capacity 
of the unit is 16 inches by 16 inches by 30 inches. Except for load- 
ing or unloading, operation is wholly automatic. 










Portion Control Packets 





® NOW AVAILABLE individual servings of ketchup, mustard and 
grated Parmesan cheese. This unit-packet offers greater economy 
through accurate portion control and labor saving convenience for 
all food operations. These condiments are packaged in air-tight 
moisture-proof individual portions with easy-pour spouts. 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


Prolonged (i.e. “chronic”) illness 
has an inherent challenge which no 
man of science can safely decline to 
accept at this stage of medical prog- 
ress, much less cast off for less tal- 
ented hands to deal with at a dis- 
tance from the center of hospital 
service. 

© 


A patient is far less apt to suffer 
neglect under a combined acute- 
chronic hospital plan than he is cer- 
tain to suffer in an independent 
“chronic” institution located at a 
distance from the prime medical 
facilities of the general hospital. 








MISS PHOEBE 








“I’ve seen better rockets, but get a load of that 
Everest & Jennings chair . . . it’s out of this moon!” 


NO. 21 IN A SERIES 













Patients like to get out and discover new 

worlds in lightweight, easy-to-maneuver 

E&J chairs. As rugged as they are hand- 

some, E&J chairs give many extra years of service 

with little or no maintenance. Finger-tip folding 

and perfect balance mean easy handling 
for nurses, too. 


Specify EVEREST & JENNINGS chairs 





for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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No person should ever occupy 
hospital bed unless he must have, 
ready at hand, those facilities which 
surround that bed. 

e 

The student of medicine, senior 
or junior, cannot expect to learn as 
much about the origin and course 
of any disease in a limited hospital 
environment as he can when he 
has the added advantages of the 
health arm of the medical center 
and the social environment of the 
patient’s home. 

e 

It is a mistake to act on the as- 

sumption that the hospital ambu- 


lance, broadly speaking, should 
serve the emergency case alone. 
e 


The conscience of humanity can 
no longer tolerate the anachronistic 
distinctions which are translated in- 
to medical selectivity when men are 
sick, unhappy, uncomfortable, or 
dependent, and is demanding a 
more searching study of cause and 
effect for everyone, under all cir- 
cumstances, by men working under 
favorable conditions, with adequate 
tools, and competent to draw useful 
conclusions. 

8 

We can neutralize the lack of 
financial currency and also the lack 
of clinical currency on the part of 
the patient suffering from prolonged 
illness by the provision of financial 
subsidies for the practice of medi- 
cine, and the establishment of lab- 
oratories and classrooms to sustain 
the earnest student of medicine. 

© 

In ward care the comfort of the 
majority rules, whereas no sick man 
should ever be classified in a mi- 
nority. 

& 

The greater the medical urgency, 
the less the allowable distance be- 
tween the patient’s bed in his home 
and the borrowed bed in some area 
of the hospital. The less the medical 
urgency, the greater the allowable 
distance, up to the point where the 
patient — any type of patient — can 
remain in his own home under an 
extramural hospital program. 

6 

The biblical three score and ten 
to which a new-born baby can now 
look forward has already been 
achieved, creating and multiplying 
new and compelling problems which 
must be faced by society when age, 
allying itself with illness, prolongs 
and often complicates it in a slow, 
insidious and relatively unrespon- 
sive course of illness and discom- 
fort. ® 
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